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NILEVAR FOR PROTEIN: TISSUE BUILDING 


Protein Deficiency, a Hazard in 
Surgical Patients, Reversed with Nilevar® 


With surgery made safe for the patient, 


the patient may now be made safe for surgery. 


NITROGEN LOSSES IN SURGICAL PATIENTS (after Rhoads*) 


Hernia repair 42.2 


Cholecystectomy 114.0 


*COMPLETE DATA IN ORIGINAL ARTICLE (Rhoads, J. E.: Internat. Abst. Surg. 94:417 (May) 1952.) 


Patients about to undergo extensive surgery! 
frequently have negative nitrogen balance and 
protein deficiency. And after any severe trauma, 
including extensive surgery, the rate of protein 
breakdown is increased. 

It is also well recognized that patients with a 
strongly negative nitrogen balance are much 
more prone to suffer delayed wound healing’, 
secondary infections*, shock? and delayed con- 
valescence*, 

The need for an effective. protein anabolic 
agent is stated by Moore and Ball®—“there is one 
unbreakable rule of surgical convalescence: to 
complete his recovery, regain strength and re- 
turn to work the patient must come into positive 
nitrogen balance.” 

Nilevar (brand of norethandrolone) is a new 
anabolic steroid which rapidly and effectively re- 
verses or diminishes excessive protein catabolism 
and nitrogen loss accompanying major surgical 
procedures. The protein anabolic activity of 
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Nilevar is specific. There are usually minimal or 
no androgenic side effects. 

In addition to its use both preoperatively and 
postoperatively, Nilevar is indicated in all con- 
ditions in which excessive protein catabolism 
(nitrogen loss) hinders or delays convalescence: 

Recovery from pneumonia, poliomyelitis, se- 
vere burns and fractures, and in the care of pre- 
mature infants, decubitus ulcers and wasting 
diseases such as cancer and tuberculosis. 

The daily adult dose is three to five Nilevar 
tablets (30 to 50 mg.). For children the daily 
dosage is 1 to 1.5 mg. per kilogram of body 
weight for the first ten days of treatment, after 
which the daily dosage should be reduced in all 
prepuberal patients to 0.5 mg. per kilogram of 
body weight. Individual dosages depend on the 
need for and the response to therapy. G. D. 
Searle & Co., Chicago 80, Illinois. Research in 
the Service of Medicine. References supplied on 
request. 
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The American Academy of General Practice is a national 
association of physicians engaged in the general practice of 
medicine and surgery. It is dedicated to the belief that gen- 
eral practice is the keystone of American medicine, and to 
the conviction that continuing study is the basis of sound 
general practice. It is the role of GP, official publication of 
the Academy, to provide constantly the best postgraduate 
literature in all phases of general practice in its scientific 
section. In other regular departments it carries articles and 
official reports pertinent to the work of the Academy's fifteen 
standing committees. 


GP is published monthly-by the American Academy of 
General Practice. Materials for publication should be ad- 
dressed to the Editorial and Business Offices: Volker Boule- 
vard at Brookside, Kansas City 12, Missouri, Publication Of- 
fice (printed): 350 East 22nd Street, Chicago 16, Illinois. » One 
dollar a copy. By subscription: $5.00 a year to members o 
the American Academy of General Practice, $10.00 a year 
to others in U.S.A. $12.00 in Canada; $14.00 in other foreign 
countries. Entered as second-class matter at the post office 
at Kansas City 8, Missouri. Additional entry at Chicago, 
lilinois * Printed in U.S.A. by R. R. Donnelley & Sons Company 
at The lakeside Press, Chicago. Copyright 1957 by the 
American Academy of General Practice. 


SCIENTIFIC ARTICLES 


The Challenge of the Future . 
Harry F. Dowling, M.D. 


Using an interesting analogy between the careers of every man and 
. Achilles, the Homeric hero, this essay emphasizes the need for research 
by practicing physicians in three important areas of disease. 


The Beck Operation to Improve the Coronary Circulation 
Morris W. Selman, M.D. 


Dr. Selman reviews the experimental evidence that shows that the 
Beck operation protects the heart against ventricular fibrillation, and 
reduces the size of infarctions following coronary artery occlusion. The 
indications are tabulated and results of the operation are briefly 
discussed, 


The Underlying Mechanism of Allergy . 
John Peters, M.D. 
Some teachings about allergic disorders have their basis in fancy. 
Others are based in fact. Here is a review of facts and fancies. 
Hemorrhagic Disorders of Pregnancy and Parturition 
Oscar D. Ratnoff, M.D. 


Post-partum uterine hemorrhage may be accompanied by hypofibri- 
nogenemia and other clotting defects. Dr. Ratnoff describes a method 
for the rapid recognition of fibrinogen deficiency. Its replacement can 
prevent maternal death. 


Actinomycosis 
Sol Katz, M.D. 


Evaluation of Blood Loss . 
Naseeb B. Baroody, M.D. and Waddy G. Baroody, M.D. 
How much blood was lost? This question commonly worries the physi- 


cian whose patient is telling of a recent hemorrhage. This article pre- 
sents some helpful points in assaying patients’ estimates. 


Acute Appendicitis Secondary to Carcinoma of the Cecum 
Edward T. Gary, M.D. and Wolfgang H. Markgraf, M.D. 
Occasionally cancer of the cecum begins as acute appendicitis. This ex- 
plains the mechanism of this interesting association of diseases, and 
calls attention to some of the diagnostic and therapeutic considerations. 
Current Concepts of Antimicrobial Therapy 
Ellard M. Yow, M.D. 


New antimicrobial agents continue to appear on the market, and older 
ones find new uses. This article covers well-established concepts of their 
uses. 
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Traffic Safety: The Doctor’s Role—Part 1 


Lois Lamme 
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J. F. Follman, Jr. 
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Joseph Hickey, M.D. 
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Emphysema ... Post-radiation Sarcoma in the Finger ... Primary 
Malignant Gastric Lymphomas ... Treatment of Large Nerves in 
Amputations . .. Parinaud’s Oculoglandular Syndrome . . . Serotonin 
and Hypertension ... Multicentric Bronchogenic Carcinoma ... 
CB 1348 in Hodghin’s Disease ... Poliomyelitis in Pregnancy ... 
** Stiff-Man” Syndrome ... Fungus Disease of Bones ... Bed Rest for 
Children with Fever . . . Treatment of Subacute Thyroiditis . . . Throm- 
bocytopenic Purpura Due to Quinidine ... Activity of Rheumatoid 
Arthritis 
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these and other timely and informative ar- 
ticles scheduled to appear in coming issues. 


Medical Management of Recurrent Urinary Stone. 
Epwin L, Prien, up. This author ably demon- 
strates how a thorough knowledge of disease mecha- 
nisms—in this case, kidney stone formation—can 
lead to a practical medical program designed to 
prevent recurrences. 


Proctoscopy and Proctologic Office Procedures. VW AL- 
TER A. Fansuzr, M.D. A short review of methods of 
examination and treatment of common rectal 
disorders. 


Serenity Without Somnolence. lan STEVENSON, M.D. 
The new tranquilizing drugs—chlorpromazine and 
reserpine—have become enormously popular. Their 
uses and potential misuses in the breatment of 
psychiatric disorders are reviewed. 


Treatment of the Ambulatory Patient with Hypertension. 
Joun H. Mover, m.p. This essay takes the treat. 
ment of hypertension out of the theoretical area of 
the research laboratory and into the practical area 
of the physician's office, 


Acroparesthesias. Sin Russext Brain, st. Many pa- 
tients complain of sensations of tingling (“pins 
and needles’’) in the hands or fect. This article re- 
views the chief diagnostic considerations for these 


The Venipuncture in Pediatrics. R, CenTér- 
WALL, M.D. Drawing blood or giving an intra- 
venous infusion can present quite a problem in a 
small patient. Dr, Centerwall presents step-by-step 
methods for surmounting some of the difficulties. 


Allergic Reactions to the Salk Pol/omyelitis Vaccine. 
W. H. Lipman, m.v. Fears of allergi¢ reactions to 
the Salk poliomyelitis vaccine were based on the 
knowledge that it contains a variety of materials 
that are potentially “allergenic.” Such reactions 
are indeed encountered. 
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lus 2 IBEROL FILMTABS A DAY SUPPLY: 


THE RIGHT AMOUNT OF IRON 


Ferrous Sulfate, U.S.P............ 1.05 Gm. 
(Elemental iron—210 mg.) 


*THE COMPLETE COMPLEX 


BEVIDORAL®............ 1 U.S.P. Unit (Oral) 


(Vitamin B,, with Intrinsic Factor 
Concentrate, Abbott) 


Aci... 2 meg. 
Liver Fraction 2, N.F............... 200 meg. 
Thiamine Mononitrate................ 6 mg. 
Riboflavin. 6 meg 
30 mg 
Pyridoxine Hydrochloride............ 3 me. 
Calcium Pantothenate................ 6 mg. 


AND VITAMIN C 


Antianemia Therapy needs Basic Nutritional Support 


*The PLUS that makes the difference 


Vilter' reported that a diet rich in the 
B-complex vitamins should be prescribed 
when treating nutritional anemia, because 
of the importance of the B complex to 
cellular metabolic functions. 


612287 


1, Vitter, Richard W., Am. J. Clin. Nut., 3:72, Jan.-Feb., 1955 
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Administration Wants 
New Insurance Plans 


Plan More Medical 
Education Subsidies 


Committee Approves 
Pilot Study Plans 


Significant Events 


JANUARY, 1957 


SECRETARY'S NEWSLETTER 


Health Items Head P The first session of the 85th Congress convened January 3. 
Legislative Agenda ‘SOCial welfare items, especially those relating to health 


insurance and retirement income, remain high on the legis-— 
lative agenda. Although it's still too early to pinpoint 
proposals, look for activity in these areas: 


t plan for self-employed persons 
The popular Jenkins—Keogh 


An _ income tax deferment 
may shed committee shack] 


les. 


proposal, last introduced as the "Individual Retirement Act 
of 1955," never emerged from the House Ways and Means 
Committee. Now adopted as a prime legislative goal of the 
influential American Bar Association, it will probably merit 
overdue attention. If enacted, the plan would enable 10 
million self-employed persons to establish a retirement 
income via tax-exempt current earnings. 


The Academy's Committee on Insu! 


ing proposals for a mutual trust ? 


could deposit tax-deductible annuity payments. The 


rance is currently study— 
fund into which members 


plan 


would be designed to meet government requirements for an 
approved trust fund in the event the Jenkins—Keogh bill 


becomes law. 


Although the 84th Congress committee prepared a favor— 


able report, the proposal faces other obstacles. 


The po- 


tential revenue loss is a matter of real concern to the 
Treasury. In addition, labor organizations hint that they 
may seek legislation that would let employed persons estab- 
lish a retirement income fund via income tax deferments. 
This would increase the revenue loss and could be a large 


fly in the ointment. 


>» Look for even more emphasis on a program that will 


encourage the insurance industry to develop new poli 


L 


icies 


that give additional medical coverage. The Adminis’ 


tration 


wants the industry to pool assets and come up with more and 
better coverage. To implement this, the federal government 
may make it clear that the pooling of assets will not be in 


violation of existing anti-trust laws. 


This will tend to 


open the door but may not assure an enthusiastic response 
from the insurance industry. 
the 1956 reinsurance squabble and resent government 


interference. 


Many companies still remember 


> Another active area will deal with more federal aid to 


medical education. Government spokesmen keep mentioning 
that there are more than 50,000 foreign—-trained physicians 
in the country and that it might be well if the number of 


medical school graduates could be increased 50 per cent. 


> A special USPHS advisory committee has approved pre-— 


liminary plans for a pilot study aimed at finding new ways 


to increase the operating efficiency of hospitals. 


a Folsom-Coggeshall brainchild. 


This is 


The advisory committee, 


headed by Dr. Russell Nelson, director of Johns Hopkins 
Hospital, is fascinated by certain Kaiser—Permanente hospi- 


tal procedures. 
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Dr. Aims McGuinness > With an appointment imminent, GP held up this page to 
Succeeds Coggeshall announce that Aims C. McGuinness, a 51-year-old Philadelphia 
pediatrician was sworn in January 2 as the new HEW special 
assistant for health and medical affairs. McGuiness, a 
former dean of the University of Pennsylvania postgraduate 
medical school, later headed professional and staff facets 
of the UMW Welfare and Retirement progran. 
The former special assistant, Dr. Lowell T. Coggeshall, 
has already returned to the University of Chicago. Cogge-— 
shall was on a one-year leave and earlier indicated that he 
planned to return on or before January 20. ‘As dean of the 
division of biological sciences, he is also dean of the 
medical school. 


More Salk Vaccine P» The Salk vaccine supply seems to be following the govern— 
To Be Exported ment's traditional feast or famine curve. A year ago, peo- 


ple in all parts of the country were stumbling over each 
other in attempts to get a shot of the precious immunizing 
agent. Today, USPHS Surgeon General Burney reports that 
manufacturers have a 23 million cc. backlog (surplus). HEW 
Secretary Folsom blames "public apathy" and currently en-— 
courages inoculations for all persons under 40. 

During the first three months of 1957, the nation will 
export seven million ccs. of Salk vaccine. This is six 
times as much as the amount exported during the third quar- 
ter of 1956. In addition, pharmacists and physicians say 
that countless millions of ccs. are stockpiled in offices 
and drugstores. 


Folsom Resignation >» Although HEW Secretary Marion B. Folsom has tried to kill 
Rumors Persist rumors that he might resign his cabinet post to become 

president of the Eastman Kodak Company, the stories still 
persist. Earlier reports indicated that the Georgia—born 
Republican might follow in the footsteps of former USPHS 
Surgeon General Leonard Scheele and succumb to the call of 
private industry. Folsom, who helped draft the original 
Social Security Act, became HEW secretary after Oveta Culp 
Hobby resigned. 

Meanwhile, the gracious Mrs. Hobby receives more and more 


mention as the number one candidate for an interim appoint— 
ment to Congress. 


Pennsylvania Society P» The Pennsylvania State Medical Society's 20l-—member House 
Voids UMW Pact Of Delegates has unanimously voted to void and terminate its 
nine—month-old UMW Welfare and Retirement Fund agreement. 
Last May, the AMA pointed out that the agreement might help 
improve union-physician relations. 
Earlier, members of the medical staff at Citizens General 
Hospital, New Kensington, Pa., charged that the hospital 
had _ been boycotted by the union for refusing to accept UMW- 
sponsored physicians. This, said state society delegates, 
constituted a "plot" to "pack" the medical staff and seize 
control of the hospital. 
The delegates further contended that since October 1, the 
UMW has refused to pay bills incurred by beneficiaries for 
non-emergency care and treatment at the New Kensington 
hospital. Dr. Warren F. Draper, outspoken medical director 
of the $52 million fund, declared that his organization 
feels "no obligation" to purchase medical services from any 
hospital. 

The evidence indicates that unless the UMW can control 
hospital staff appointments, it doesn't want to play. 
PLAN NOW TO ATTEND THE ACADEMY'S NINTH ANNUAL SCIENTIFIC 
ASSEMBLY, MARCH 25-28, 1957, KIEL AUDITORIUM, ST. LOUIS, MO. 
A HOTEL RESERVATION FORM APPEARS ON PAGE 149 OF THIS ISSUE. 
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Naseeb B. Baroody, M.D. took his undergraduate work at The Citadel, 
Charleston, S.C., and Texas A&M. He was graduated from Hahnemann Medical 
College, Philadelphia, in 1948 and interned at Hahnemann Hospital, taking 
his residency in pathology and internal medicine. From 1951 to 1953, he served 
with the Air Force as Chief of Laboratory Services at Maxwell Air Base, Mont- 
gomery, Ala. He has limited his practice to internal medicine and is on the staff 
of McLeod’s Infirmary, Florence, $.C. Dr. Baroody and Waddy G. Baroody are 
coauthors of ‘‘Evaluation of Blood Loss.” Page 112 


Harry F. Dowling, M.D., a distinguished graduate of George Washington 
University School of Medicine, is author of “'The Challenge of the Future.” He 
has been director of Central Laboratory, clinical professor of medicine and chief 
of George Washington Medical Division of the District of Columbia General 
Hospital (formerly Gallinger Municipal Hospital). At the University of Illinois, 
he was appointed head of internal medicine and chief of medicine at the Research 
and Educational Hospital. Dr. Dowling is the author of approximately 150 scien- 
tific articles and two books. Page 74 


Oscar D. Ratnoff, M.D., author of “Hemorrhagic Disorders of Pregnancy and 
Parturition,” currently divides his interests between the pathogenesis of hemor- 
rhagic states and the pathophysiology of hepatic disease. Dr. Ratnoff received 
his A.B. degree in 1936 and his M.D. degree in 1939 from Columbia University. 
Following graduation, he was successively an intern at Johns Hopkins Hospital 
and teaching fellow in physiology at Harvard Medical School. He taught at 
Johns Hopkins School of Medicine and Western Reserve School of Medicine, 
Cleveland, as well as being assistant physician at University Hospitals. Page 104 


Morris W. Selman, M.D. gave up private practice for one year (1954-1955) 
to serve as Dr. Claude S. Beck’s resident in cardiovascular surgery. It was this 
experience that enabled him to write “The Beck Operation to Improve the 
Coronary Circulation.” Dr. Selman is now head of the department of thoracic 
surgery at William Roche T.B. Hospital, Maumee Valley Hospital and Toledo 
Hospital. For four years, he served with the U.S. Army in thoracic surgery. Dr. 
Selman is a diplomate of the American Board of Thoracic Surgery and a graduate 
of Wayne University College of Medicine, Detroit. Page 81 


Ellard M. Yow, M.D., associate professor of medicine at Baylor University, 
is the author of “Current Concepts of Antimicrobial Therapy.” He received his 
A.B. in Psychology from Davidson College in 1939 and his M.D. degree in 1943 
from Bowman Gray School of Medicine. Dr. Yow holds nine medical society 
memberships and is visiting physician at Jefferson Davis Hospital, Hermann 
Hospital and Methodist Hospital as well as being consultant in infectious diseases 
at Veterans Administration Hospital, Houston, Tex. An avid interest in infectious 
diseases has led him to write 38 scientific articles since 1943 on this subject. Page 119 
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Also available as mint-flavored 


SIGMAMYCIN for Oral Suspension, 
: 1.5 Gm. (oleandomycin 500 mg., 
tetracycline 1 Gm.). ; 
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gistic 
with ) brings to anti 
biotic therapy a new extended antimicrobial 
trum which includes even “resistant” 
while it provides protection against 
of new resistant strains. Indicated i in 


Supplied: Capsules, 250, 


synergistically strengthened,’ multi- antibiotic formulation 


PFIZER LABORATORIES, Division, Chas. Pfizer & Co., Inc., Brooklyn 6, N. Y. 


“TRADEMARK 


patien 
ts ther toda 
requirements of antibiotic therapy 
ad 
World Leader in Antibiotic 
Development and Production 


“Because of the better and more consistent 
absorption of penicillin V from the intes- 
tinal tract, it would appear that this type of 
penicillin is preferable to penicillin G when 
oral administration is to be used.’’! 


1. Martin, W. J., et al.: J.A.M.A. 160:928 (March 17) 
1956. 


VEE*Oral and VEE Suspension 
permit new dependability in oral-peni- 
cillin therapy—dependable stability in 
gastric acid, dependable and optimal 
absorption in the duodenum. ‘‘Not being 
destroyed by acid in the stomach, as is 
penicillin G, penicillin V remains avail- 
able in larger amounts for absorption.” 
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LETTERS FROM OUR 


Equanil and Aspirin Concession 


Dear Sirs: 

I have just finished leafing through the new Abstracts and 
such a momentous job requires some acknowledgment. 

The financial mystery of how such a volume can be put 
out at a fantastically low price is the smallest bit that de- 
serves admiration. The largest part must go to Dr. Froh- 
man and your staff who have done a magnificent job. 

Keep up the good work and continue to publish these 
Abstracts. I would love to have the Equanil and aspirin con- 
cession for next year. 


Epwin MATLIN, M.D. 


Mt. Holly Springs, Pa. 


Most Palatable 


Dear Sirs: 

I just wanted to drop you a note to tell you that, in my 
opinion, the article in the November issue of GP (‘‘A Ther- 
apeutic Appraisal of Antiemetic Agents” by Drs. Paul K. 
Connor, Jr. and John H. Moyer) concerning the compre- 
hensive analysis of antiemetic drugs was one of the best 
articles that I have read all year. 

It has been my opinion for a long time that one of the 
subjects most needed to be covered in the medical literature 
is a thorough evaluation of the different preparations of 
drugs in a certain field of pharmacology. The average prac- 
litioner, if he is anything like me, is constantly besieged by 
detail men who harangue the values of their particular 
Preparation for a particular clinical use. And it is very dif- 
ficult in private practice to determine which drug actually 
is the most effective to use in one’s practice. 

Your article, I thought, gave exactly this answer in one 
field, that of the antinauseant drugs. I personally would 
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Unsigned letters to the publishers or the editors are ignored. However, the anonymity 
of authors of letters published in this department will be preserved upon request. 


like to see more articles of just this type which, inciden- 
tally, don’t represent one man’s opinion but which repre- 
sent a rather comprehensive review of the literature con- 
cerning other general groups of drugs, such as hypnotics, 
antihistamines, antipruritic substances. 


Ricwarp H. Ganz, M.D. 
Spokane, Wash. 


Att: NEA 


Dear Sirs: 

Enclosed is a check for $4. I would like to have four 
copies of the September issue, Volume 14, No. 3, or reprints 
of that splendid article by Dr. Othmar Solnitzky (‘Dis- 
turbances of Language Formation and Expressien”’.) 

Would that it were possible to reason with the ruling 
educationist hierarchy of the National Education Associa- 
tion that such a study as Dr. Solnitzky’s could cure one of 
the grievous ills in our schools, namely the illiterate who 
graduate every year—unable to read, spell or sound their 
mother tongue. 


Mrs. S. F. CeptecHa 
Redwood Falls, Minn. 


Four reprints of Dr. Solnitzky’s article were mailed to Mrs. 
Ceplecha free of charge.—PUBLISHER 


GP's Afghan Mission 


Dear Sirs: 

I understand from my father-in-law that I got a bill from 
you for the 1956 $5 associate dues, addressed to me in care 
of him in Kingston, N. Y. As I am no longer in resident 
status I should be billed for full membership dues and I 
certainly feel the need for GP out here. 
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Cool comfort for hot itching dermatoses 


HYDROBALM 


(HY DROCORTISONE-CALAMINE LOTION & CREAM) 


There’s no waiting for relief when you prescribe 
HYDROBALM for patients with inflammatory and 
pruritic dermatoses. in a matter of seconds 
HYDROBALM suppresses distressing symptoms, 
hides unsightly lesions, and sets the stage for 
healing. HYDROBALM— Cream orLotion— presents 
in two convenient, delicately scented, water- 
washable flesh-tone greaseless vehicles, 4 thera- 
peutically proved agents: ‘Hydrocortone’ (Hydro- 
cortisone, U.S.P.)—0O.5%—to suppress inflamma- 
tion. Calamine—8%—to soothe and protect inflamed 
skin. Benzocaine— 3%—to relieve itching and pain. 
Hexylated Metacresol—0O.05%—for antisepsis. 


Supplied : Topical Lotion HYDROBALM —in 15-cc. and 30-cc. handy, purse-size, plastic squeeze 
bottles. Topical Cream HYDROBALM—in 5-Gm., 15-Gm. and 30-Gm. tubes. 


MERCK SHARP & DOHME 


DIVISION OF MERCK & CO., INc., PHILADELPHIA 1, PA. 
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In addition GP has the sort of articles which would be 
useful to the few local Afghan doctors who are struggling 
manfully and practicing real basic medicine. They get 
pretty good training at the Kabul medical school but the 
load is so heavy a man soon becomes a pill dispenser, if he 
can find a pill to dispense. 

None of them make enough to afford the luxury of an 
American journal but they do feel the need of some litera- 
ture to remind them how medicine should be practiced. 
One of my acquaintances has almost worn out a copy of 
Cecil’s Medicine left him by my predecessor. I am sure GP 
will be used enough to justify my paying to have it sent out 
here (which takes six weeks to two months.) 

Send me a bill for membership dues to the return address 
as we get our quickest mail service from Morrison- 
Knudsen rather than through the diplomatic pouch in care 
of the American Embassy, Kabul. 

Ratpu C. Batey, M.D. 
USOM/Lashkar—Gah. Afghanistan 
c/o Morrison-Knudsen 
Chaman, Pakistan 


Virginia Vanguard 


Dear Mr. Cahal: 

The Virginia chapter is ordering 72 gift subscriptions to 
GP for those senior medical students expressing an interest 
in general practice. These seniors are medical students at 
the Medical College of Virginia in Richmond and the Uni- 
versity School of Medicine in Charlottesville. 

We shall soon have our fourth component chapter in 
Virginia. General practitioners in Newport News, Hampton 
and Warwick have already had an organizational meeting 
and are applying for a charter for a chapter to be known as 
the Hampton Roads Academy of General Practice. 

Our sincere thanks to you and your staff for the help we 
are receiving from the use of the State Chapter Operations 
Manual. 

Mrs. Loutse B. GREINER 
Executive Secretary 
Virginia Chapter 
Richmond, Va. 


Gift of Distinction 


Dear Sirs: 

When I was at the New York State Academy meeting in 
Buffalo I ordered Abstracts of the AAGP’s Eighth Annual 
Scientific Assembly. I was so pleased with this volume that 
I ordered another to give as a Christmas gift to a colleague. 


D. W. Bovert, m.p. 
Marion, N. Y. 


Special Interest in Austria 


Dear Sirs: 

On page 117 of the October issue of your much appreci- 
ated magazine, I found the very interesting paper of Dr. 
Paul, Troy, N. H. (‘The Pattern of a General Practice.”) 
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He gives a valuable confirmation of the Cases Distribution 
Law of mine, (preliminary report: Vienna, March 11, 1955), 
which, as part of my work, I have been informing you about 
since 1948. 

Like me, Dr. Paul is focusing on the importance of a 
statistical regularity, like that one found out, as to medical 
education in general. Nevertheless, Dr. Paul’s figures are 
not detailed enough really to prove his statements. I am 
trying to contact Dr. Paul and I hope we can develop a 
close cooperation in the future. 

Would you please send me reprints of the following 
papers to which Dr. Paul referred: Cheney, p. 47, March 
1952; Schindler, p. 47, April 1954. 

R. N. Braun, M.D. 
Nieder-Osterreich, Austria 


The requested reprints of Dr. John A. Schindler's “ Present 
Therapy for Emotionally Induced Illness” and “‘ The Clinician 
and the Common Cold” by Dr. Marshall Cheney were accom- 
panied by special greetings from America. —PUBLISHER 


Seeing Eye to Eye 


Dear Sirs: 

Thank you for the manner in which you handled and 
published my article (‘Psychiatric Aspects of Adult 
Strabismus”.) No other journal has ever done quite that 
well by me with any of the other papers I’ve written. 


EpME REGNIER, M.D. 
Salem, Mass. 


Token of Friendship 


Dear Sirs: 

Enclosed is a check for $10 to pay for a gift subscription 
of GP to Dr. Harold Cantor. 

This doctor happens to be the chief of the medical de- 
partment of St. Luke’s Hospital in New Bedford, Mass. and 
is a general practitioner but has limited his field to medi- 
cine and primarily, cardiology. He, of course, is most sym- 
pathetic to the principles of the Academy of General Prac- 
tice and is our regional chapter’s stalwart friend. 


Pup F. Fortin, 
New Bedford, Mass. 


Wants Entire Series 


Dear Dr. Katz: 

I am a fourth-year student at the Harvard Medical 
School. Recently, while paging through a copy of GP, I 
came across one of the series of short summaries on diseases 
of the chest that you have been writing since the January, 
1955 issue (Chronic Hypertrophic Emphysema.) I have 
found them to be very interesting and informative résumés 
of important topics in thoracic disease, and would very 
much like to obtain reprints of the entire series through 
July, 1956—if you still have copies available. 

Perer M. YurCcHAK 
Boston, Mass. 


Pentobarbital sodium and Carbromal. In Kapseal" and Elixir form 


-PARKE, DAVIS & COMPANY - DETROIT 32, MICHIGAN 


BREAT 


in bronchial asthma 


Sterane 


brand of prednisolone 


whenever corticosteroids 
are indicated 


of and 100. Pak. provides restoration of breathing capacity — Relief of symptoms 
1 mg. oral tablets, bottles of 100. [bronchospasm, cough, wheezing, dyspnea] is maintained for long 


Both are deep-scored. periods with relatively small doses.* 
*Schwartz, E.: New York J. Med. 
56:570, 1956. : minimal effect on electrolyte balance — “in therapeutically effective 


doses... there is usually no sodium or fluid retention or potassium 
loss.”* Lack of edema and undesirable weight gain permits more 
effective therapy particularly for those with cardiac complications. 


PFIZER LABORATORIES, Brooklyn 6, New York 
Division, Chas. Pfizer & Co., Inc. 
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PERSONALITIES 


IN THE MEDICAL NEWS 


John W. Knutson, D.D.S. 
A New APHA Head 


Former Ly chief dental officer of the HEW Public Health Service, Dr. 
John W. Knutson recently became president of the American Public 
Health Association. Dr. Knutson graduated from the University of 
Minnesota School of Dentistry in 1931 and received the University’s 
Outstanding Achievement Award in 1951. He received his master’s 
and doctorate degrees from Johns Hopkins School of Hygiene and 
Public Health. In 1944 Dr. Knutson became chief of the Dental Sec- 
tion of States Relations Division, and subsequently chief of the Divi- 
sion of Dental Public Health. In 1952 he was appointed assistant 
surgeon general and chief dental officer of the Public Health Service, 
and in 1954 was named chairman of a WHO international con- 
sultants group. Since that time, he has been third vice-president of the 
American Dental Association, a founding member of the American 
Board of Dental Public Health and recipient of the Outstanding 
Achievement Award of the University of Minnesota. 


William G. Lennox, M.D. 
A Pharmaceutical Award 


Tue American Pharmaceutical Manufacturers’ Association recently 
presented its 1956 Scientific Award to Dr. William G. Lennox. Dr. 
Lennox is associate professor emeritus in neurology at Harvard Med- 
ical School and has long been a leader in the field of neurologic re- 
search with epileptic patients. Dr. Lennox and his colleagues are 
generally credited with the introduction of agents useful against 
epilepsy and the evaluation of experimental drugs. By use of a 
thermoelectric recorder of blood flow, devised by Dr. Fred A. Gibbs, 
Dr. Lennox studied cerebral blood flow in epileptics and also learned 
something of brain metabolism by analyzing the blood as it entered 
and left the brain. Dr. Lennox received his M.A. and M.D. degrees 
from Harvard and has two honorary Sc.D. degrees. Despite untiring 
efforts in epileptic research, Dr. Lennox says, “I am a general prac- 
titioner at heart.” He is a past president of the International League 
Against Epilepsy and a founder of the American Epilepsy League. 
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Ward Darley, M.D. 
A Health Counselor Goal 


HAVING SERVED as president of the University of 
Colorado Medical School since 1953, Dr. Ward Darley 
recently resigned to become director of the Association 
of American Medical Colleges. As AAMC director, Dr. 
Darley has set his goal to make the family doctor an 
all-round “health counselor,” who engages in prevén- 
tive medicine, psychiatry, diagnosis and therapy. He 
says he should be a “‘general manager who leads the 
patient and his family through the maze of medical 
services.” Dr. Darley, 53 years old and a native of 
Denver, received his M.D. degree from the University 
of Colorado Medical School in 1929. In 1931 he en- 
tered private practice as an associate of the late Dr. 
Charles Meader, one of Denver’s ranking internists. 
After 12 years, Dr. Darley turned to medical educa- 
tion and has subsequently been associate professor of 
medicine at Colorado University, dean of the medical 
school, superintendent of Colorado General Hospital, 
professor of medicine, vice-president of the University 
(1948) and president (1953). He is a member of Phi 
Beta Kappa, Alpha Omega Alpha, Sigma Xi, Delta 
Sigma Rho and Phi Kappa Tau. Dr. Darley sees his 
new role “not only as a fact-finder and helper for medi- 
cal schools but as an interpreter of medical education 
problems to the public which exerts the pressures.” 
His new headquarters will be in the AAMC building 
at Northwestern University, Evanston, IIl. 
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On the Calendar 


Academy chapter meetings and postgraduate courses, as 
well as other medical meetings in which general practi- 
tioners will have an interest, will appear here monthly. 


* Classified by the Commission on Education as acceptable 
for postgraduate study credits under Category I. Members 
should report actual hours of attendance. Maximum 
hours listed when available. 


Jan. 15. New York Heart Association, conference on 
heart disease, Waldorf-Astoria, New York City. 
*Jan. 15-17. Wisconsin chapter et al., program on hema- 
tology (in relation to pediatrics), orthopedics, allergy, 
obstetrics directed to the generalist, Madison, Ash- 

land. (5 hrs.) 
*Jan. 15—Feb. 26. College of Medical Evangelists, course 
on the peripheral system, Tuesdays, Los Angeles. 

*Jan. 16-17. Kansas University et al., course in gastro- 
enterology, Kansas City, Kans. (14 hrs.) 

*Jan. 16—Apr. 17. College of Medical Evangelists, course 
on surgical anatomy, Wednesdays, Los Angeles. 

*Jan. 16-18. University of Tennessee, course in psychia- 
tric problems in general practice, Memphis. 
(21 hrs.) 

*Jan. 16-21. University of Colorado, general practice 
review, Denver. 

Jan. 17. The Wm. S. Merrell Company, third annual 
Merrell Symposium on constructive medicine in 
aging, Netherland Hilton Hotel, Cincinnati. 

*Jan. 17—Mar. 7. College of Medical Evangelists, course 
on management of infertility, Thursdays, Los 
Angeles. 

*Jan. 20. University of Cincinnati, course on trauma, 
Cincinnati. 

*Jan. 21-24. Kansas University et al., course on surgery 
and surgery of cancer, Kansas City, Kans. (28 hrs.) 

*Jan. 21-25. University of Tennessee, a diversified course 
in pediatric care, Memphis. (40 hrs.) 

*Jan. 28-29. University of California, symposium on 
iron in clinical medicine, San Francisco. 

*Jan. 31—Feb. 2. University of Minnesota, continuation 
course on emergency surgery, Minneapolis. 
*Feb. 1-2. University of Louisville et al., symposium on 

cardiovascular disease, Brown Hotel, Louisville. 

*Feb. 4-5. Oklahoma chapter, ninth annual meeting, Bilt- 
more Hotel, Oklahoma City. (15 hrs.) 

Feb. 4-6. American Medical Association, 17th annual 
congress on industrial health, Los Angeles. 

Feb. 4-15. Public Health Service et al., course on 
serology of syphilis, Venereal Disease Research 
Laboratory, Chamblee, Ga. 

*Feb. 6. Delaware chapter, course on basic electrocardiog- 
raphy, Memorial Hospital, Wilmington. 

Feb. 6. North Shore Health Resort, seventh annual lec- 
ture series, The Physician as a Counselor: Prob- 
lems of Teenagers, Winnetka, Ill. 

*Feb. 7—Mar. 7. Pennsylvania chapter, course on obstet- 
rics and gynecology, Philadelphia. (15 hrs.) 

Feb. 8-22. University uf Texas Medical Center at Hous- 
ton, postgraduate medical cruise to Caribbean; 
leave from and return to Galveston. 

Feb. 11-14. American Medical Association, conference 
on medical education and licensure, Chicago. 

*Feb. 13. Delaware chapter, course on basic electrocardiog- 
raphy, Memorial Hospital, Wilmington. 

*Feb. 13. University of Oklahoma, course in pediatrics: 
heart disease in children, Oklahoma City. 

*Mar. 25-28. American Academy of General Practice, 

Ninth Annval Scientific Assembly, Kiel Auditorium, 

St. Lovis, Mo. (15 hrs.) 
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Liquid 
Pediatric Drops 


aqueous suspension 


stabilized, soluble, no oil to block absorption, no 
oily taste or repeat, remarkably free of side effects 
ready-to-use, no refrigeration 


freely miscible in water, milk, formula, or drop 
directly on tongue 


handy, plastic dropper bottle 
accurate dosage is easy, one drop per pound body 
weight per day 


Supplied: 10 cc. plastic dropper-type bottle (cherry- 
> ee 100 mg./cc. (approx. 5 mg. per 
rop 


ACHROMYCIN* Tetracycline ranks among the 
foremost in its field today . . . judged on its 
exceptional effectiveness against a wide range 
of pathogens, prompt control of infections com- 
monly seen in medical practice, low incidence 
of side reactions. These outstanding features 
have been repeatedly confirmed by physicians 
everywhere during more than three years of 
clinical usage. 


LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK QQ 


*Reg. U. S. Pat. Off. 


CKNOWLEDGED FOR COMPETENCE 
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Polio Vaccination—Side Issues 


As THE 1956 POLIO SEASON drew to a close, reports in- 
dicated that the Salk vaccine had indeed exerted a 
significant influence upon poliomyelitis. Graphs show- 
ing prevalence were rocking along at levels much lower 
than at any time in the past several years. Paralytic 
disease in particular seemed to have been well con- 
trolled. Curiously though, vaccination against polio- 
myelitis was attracting attention not so much because 
of its effectiveness as because of other purely collateral 
factors. 

A prime point of interest was in government expend- 
itures for vaccine. A House investigating committee 
learned that no effort had been made to determine 
production costs when the government signed con- 
tracts for $27 million worth of polio vaccine in 1955. 
Also, renegotiation clauses were left out of the con- 
tracts. Officials of the Public Health Service said there 
was no reason to believe the government had been 
charged unfair prices, but that thought was hard for 
House investigators to reconcile with the fact that a 
9-cc. unit of vaccine was said to have had the following 
variations in price: 


Cost to U.S. Government (1955) 
Cost to U.S. Government (1956) 
Cost to Canadian Government 
Cost to National Foundation for 
Infantile Paralysis 


$7.13 
$5.70 
$4.50 


$2.70 


A second area of concern was the campaign to insure 
sustained interest in polio vaccination. When vaccine 
had been in short supply, it had seemed that every- 
body wanted it. By the latter part of 1956, with sup- 
plies abundant, the public attitude showed signs of be- 
coming apathetic. Physicians were being urged to con- 
tinue their efforts to impress upon parents the impor- 
tance of having their children immunized—even to urge 
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young parents to seek immunization for themselves as 
well. Such extension of the program was backed up by 
warnings that poliomyelitis is by no means conquered 
—that the incidence of poliomyelitis among young 
parents is also high and the degree of paralysis severe. 

Finally, and most exciting, there was announcement 
in Cincinnati that a radically different vaccination 
method was scheduled for large-scale trials. Dr. Albert 
B. Sabin, research professor of pediatrics at the Uni- 
versity of Cincinnati, had been working since 1953 in 
the development of attenuated strains of polio viruses. 
He had prepared a mixture of living viruses that he 
believed were safe for general use in humans. In his 
method, the vaccine would be given in one dose by 
mouth, in the expectation that the viruses would live 
quietly in the human intestine, providing an immuno- 
genic effect without risk of viremia or invasion of the 
central nervous system. 

The October news release of Sabin’s announcement 
carried a strange undertone of disagreement between 
the Cincinnati virologist and the National Foundation 
for Infantile Paralysis. Thus, Foundation spokesmen 
told of having supported Sabin’s work financially, but 
disavowed any responsibility for the proposed mass 
tests of the new vaccine. And Sabin spoke of “‘arrange- 
ments with scientists in several foreign countries to 
make the tests beginning next year.” He preferred at 
that time to leave the countries unnamed. 

All in all, year-end, 1956 was a time when polio- 
myelitis might be cooling down, but there were enough 
related issues to keep public interest warm. 


A Place in Someone Else’s Sun 


UNION-PHYSICIAN RELATIONS seem to break down with 
the same ease and periodicity as union-management re- 
lations. Last January, the Pennsylvania State Medical 
Society entered into an agreement with the $52 million 
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United Mine Workers Welfare and Retirement Fund. 
A few weeks ago, the state society, acting with de- 
termined finality, voted to declare the nine-month-old 
agreement “null and void, terminated and ended.” 
The society’s 201-member House of Delegates voted 
unanimously. 

The parting of ways started with a New Kensington, 
Pa., incident. Staff members at Citizens General Hos- 
pital claimed that their hospital had been boycotted by 
the union. They added that the boycott was based on 
the hospital’s refusal to accept, as staff members, a 
group of union-sponsored physicians. The union 
demand, delegates insisted, represented a “plot” to 
“pack” the hospital and ultimately seize control. 
When the hospital wouldn’t agree, union representa- 
tives acted typically immature and launched an or- 
ganized boycott. They even refused to pay for non- 
emergency care and treatment earlier rendered to 
fund beneficiaries. 

Things have come to a pretty pass when a union feels 
qualified to control hospital staff appointments. We 
wonder how long it would have taken for the union to 
go one step further and insist that certain physicians 
be asked to resign from the staff! Membership control 
implies the right both to deny and to ostracize. 

We're heartily in favor of improved union-physician 
relations. However, we suspect that progress will be 
mythical and meager until and unless unions learn 
that they have neither a moral nor an ethical right to 
step in, uninvited, and determine hospital policy. 
The New Kensington Hospital is not a union shop. 
Furthermore, its facilities are not reserved for the 
exclusive use of UMW members. In function as well as 
in name, it’s a cifizen’s hospital! 

Management representatives are hardly amazed by 
the New Kensington incident. To them, it’s all too 
typical and familiar. Once the door’s been opened, it’s 
often difficult to close. The Pennsylvania State Society 
is to be commended for its courage and determination. 

In May, the Pennsylvania agreement was commended 
by the AMA. “Look,” said the AMA, “union repre- 
sentatives and physicians can agree and get along 
nicely.”” And so they can—until the union decides to 
impose upon good will and childishly demands a place 
in someone else’s sun. 

Following the agreement’s termination, Fund Direc- 
tor Dr. Warren F. Draper, long a needle-like thorn in 
organized medicine’s side, declared that his organiza- 
tion feels ‘no obligation to purchase medical services 
from any hospital.” This probably applies only to 
hospitals that the union can’t control. 

We’re for better union-physician relations but let 
the unions learn that future agreements must be based 
on a mutual respect of the other’s inalienable rights. 
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The Walls of Troy 


In “*The Challenge of the Future” in this issue of GP, 
Dowling likens the medical problems of everyman to 
the story of Achilles. When clad in the full battle armor 
of his day, the Homeric hero was almost invulnerable 
to his assailants’ blows. Although the people of our 
time cannot hope for Achilles’ invulnerability, they are 
strongly armored against a wide variety of diseases and 
injuries. Still, the modern armor has important chinks, 
sometimes it is carelessly left aside, and it undeniably 
wears thin with age. 

Even the Greek warrior had his peculiar weak spot. 
So too does every man—congenital anomalies, in- 
herited diseases, coronary artery disease. 

In the picture of Achilles sulking in his tent, Dowl- 
ing sees the representation of the most important 
single health problem of today—the social and psycho- 
logic difficulties that beset patients. 

From the three pictures of Achilles, the author 
derives a challenge for the medical profession and the 
public. More important, in the answering of this chal- 
lenge, it is quite apparent that he expects a large con- 
tribution from family physicians. Indeed, he makes it 
clear that their part is indispensable—in research as 
well as in practice. His confidence in the readiness of 
practicing physicians to meet the challenge of the 
future is evident in his final words: 


**May the walls of Troy fall before you.” 


Two-Edged Sword 


No puysician who practiced before the discovery of 
modern antibiotics can doubt that the development of 
these drugs must be classed with the discovery of 
anesthesia and the development of asepsis among the 
greatest medical discoveries of all time. One need only 
recall the lines of patients standing at clinic doors to 
receive urethral washes for gonorrhea or arsphena- 
mine for syphilis, or to recollect patient after patient 
dying of pneumonia, or to picture rows of patients 
treated by hot packs for lymphangitis, to remember a 
few of the effects of these wonder drugs. Meningitis 
has become uncommon, mastoiditis almost unknown, 
and septicemia a rarity. It is almost impossible to find 
a case of secondary syphilis for demonstration to medi- 
cal students. Tertiary syphilis, formerly so important 
in the teaching curriculum, now is mentioned only as 
an obsolete disease. 

Like most great medical discoveries, however, the 
sword is two-edged. By the use of antibiotic “‘cover- 
age,” infections lie dormant for weeks only to become 
more difficult of diagnosis. Modern medical students 
know little about the localization of intra-abdominal 
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abscesses which follow peritonitis. Chronic illness can 
result with a train of symptoms rarely seen before the 
antibiotic era. 

As more and more patients receive penicillin too 
often in the form of lozenges for sore throats and 
chewing gum for minor ailments, extreme sensitivity 
to this drug is developing among the population. No 
longer can this lifesaving drug be administered freely 
to the seriously ill. In too many instances, a severe 
reaction will occur. 

An even more serious complication has followed 
the employment of the so-called broad-spectrum anti- 
biotics. When one of the tetracycline drugs is given 
orally, it may destroy all bacteria except the now well- 
recognized hemolytic staphylococci. The virulence of 
these bacteria has increased throughout the country to 
an alarming extent. 

Wound infections are becoming more frequent. Seri- 
ous carbuncles are appearing again and, most serious 
of all, staphylococcal membranous enteritis with its 
high mortality rate. 

This form of enteritis has been reported more fre- 
quently in the literature following the broad-spectrum 
antibiotics in the preparation of the intestine for sur- 
gery. Sudden diarrhea, fever and shock due to staphyl- 
ococcal enteritis following surgery is difficult to dis- 
tinguish from surgical shock due to a postoperative 
intra-abdominal catastrophe. The staphylococci are 
likely to be resistant to most antibiotics. 

At first indication of the complication, stool cul- 
tures should be obtained and large doses of erythro- 
mycin administered. Should this treatment fail, neo- 
mycin has sometimes been of value. Most important of 
all, however, is the necessity for the medical profes- 
sion to recognize the dangers that follow the indis- 
criminate use of the antibiotic drugs, and to be 
acquainted with the complications that may come in 
their train. 


Report from Hawaii 


As REPORTED by Poos and Nathanson in the Journal 
of the American Medical Association for September 8, 
1956, there have been three distinct outbreaks of 
poliomyelitis in Hawaii during the past six years. Each 
time, the disease first struck the local civilian popula- 
tion and soon spread to Navy personnel and their 
dependents. The latest epidemic began in the summer 
of 1955—was the signal for a daring experiment—the 
first use of poliomyelitis vaccine under epidemic con- 
ditions. 

At the time of the island outbreak, poliomyelitis 
vaccine was strictly rationed. Although the problem of 
supply might be overcome, there were reasons to 
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question the advisability of using the vaccine at a time 
when the incidence of the disease was rising. There was 
no precedent for such a vaccination program. 

The experts thought it probably would restrict the 
outbreak, but no one really knew. At the same time, 
there were some fears that vaccination during an epi- 
demic might provoke paralysis in the same way that 
other immunizing injections had been known to do. 

In spite of doubt and fear, vaccination of married 
Navy personnel and their dependents was started early 
in October, 1955, at a time when new cases were be- 
coming more frequent. The results were good. Rates 
for paralytic poliomyelitis among vaccinees were con- 
sistently lower than rates among nonvaccinees. Even 
though the comparison of those rates did not satisfy 
the statistical criteria of “significance,” the fact is that 
the epidemic quickly subsided. More important, per- 
haps, the study showed conclusively that vaccination 
did not have the feared provoking effect. 

The results of the Hawaiian experiment have been a 
long time appearing in print. Fortunately, however, 
the basic details were made known early in 1956. Large 
credit should be given to that earliest trial. Its success 
accounts for the fact that vaccination programs were 
confidently continued during epidemics of polio- 
myelitis in the continental United States this past 
summer. 


Tuberculous Cavities 


WITH MODERN CHEMOTHERAPY of pulmonary tuber- 
culosis, cavitary lesions often progress to a stage 
variously called “thealed”’ cavity, “end-stage” cavity, 
or “ghost” cavity. The lesion is demonstrable ro- 
entgenographically as a cyst-like structure. Grossly, it 
frequently resembles an air cyst. Histologically, the wall 
is thin, consisting of fibrocytes, sharply demarcated 
from surrounding normal lung. The healed cavity may 
or may not have a bronchial communication. 

In discussing this and other cavitary lesions, in the 
American Journal of the Medical Sciences for July, 1956, 
Loring and Vandiviere noted that end-stage cavities 
occasionally were seen in the days before chemotherapy 
was used. However, the phenomenon now is common, 
and these authors were inclined to give credit prin- 
cipally to isoniazid. They considered the lesion to be at 
the opposite extreme from the florid, open cavity that 
is teeming with living tubercle bacilli. Between the two 
extremes is the “‘closed” cavity—a lesion that has been 
blocked from bronchial communication and is filled 
with caseous debris. 

In patients who have received chemotherapy for 
tuberculosis, the bacteriologic findings in these three 
types of cavity hold special interest. The end-stage 
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cavity represents a completely successful bacteriologic 
result. Tubercle bacilli are seldom demonstrable 
microscopically, nor can they be cultured under any 
conditions. 

On the other hand, the open cavity usually repre- 
sents a drug failure. Organisms are easily found 
microscopically, and they grow quickly and luxuriantly 
in cultures. The resulting colonies show high degrees 
of resistance to isoniazid and streptomycin. 

The closed cavity offers a unique problem. Here 
tubercle bacilli are often demonstrated by microscopic 
examination of the material of the cavity. However, 
they usually do not grow in cultures within the usual 
eight weeks. Consequently, some authorities have as- 
sumed that they are dead organisms. 

Vandiviere and his associates have shown that the 
**dead” bacilli in some closed cavities are alive after all. 
When incubation is continued for three months or 
longer, growth appears in the cultures. The resulting 
colonies do not usually show drug resistance. The 
authors believe that these results indicate that, in a 
closed cavity, growth conditions for tubercle bacilli are 
far from ideal. Consequently, they adapt to the cir- 
cumstances by lowering their metabolic activity. This 
reduces their destructive power, but the bacteriologic 
studies of resected specimens suggest that they also 
become immune to drug therapy. 

These pathologic and bacteriologic facts have im- 
portant clinical implications. The end-stage cavity, al- 
though seemingly innocuous as a focus for reactivation 
of tuberculosis, nevertheless is a potential site for 
other infections. The open cavity that represents drug 
failure may stress the need for earlier surgical resection 
of some cavitary lesions, so that operation is done when 
organisms are still susceptible to at least one of the 
anti-tuberculosis drugs. 

This type of lesion may also emphasize the impor- 
tance of using the most important drug (isoniazid) as 
early as possible. The closed cavity, with its organisms 
of doubtful viability and doubtful pathogenicity, seems 
a study in surgical choice. Most surgeons would prob- 
ably favor resection. 


A Fresh Coat of Paint 


WHEN A PHYSICIAN buys a home, he wants the wood- 
work covered with a coat of good paint. Afterward, he’s 
careful to renew the paint from time to time—to pro- 
tect the wood. This goes on indefinitely. However old 
the house becomes, the owner periodically renews the 
protection. 

Physicians generally are aware that people (like 
houses) may last longer if they are given certain forms 
of specific protection. So it is that immunizations 
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against infectious diseases are a standard part of med)- 
cal practice. 

Yet a good many physicians somehow fail to realize 
that immunity needs boosting occasionally—just «s 
the house needs a fresh coat of paint. Or if they under- 
stand the need, they nevertheless disregard it. Their 
failures are exemplified in the experience reported by 
a physician who works in a university student health 
service. He tells the following story. 

*In the part of my work that deals with student 
health, I have been increasingly impressed by the fre- 
quency of bizarre reports, by alert and intelligent 
students, of the reaons given for the failure to revac- 
cinate for smallpox or to give boosters of typhoid 
vaccine or tetanus toxoid in connection with a pre- 
admission physical examination for college. Most of 
these ‘reasons’ are probably related to the fact that 
only pediatricians maintain an office supply of vaccine 
and immunization material. One frequent reply to the 
effect that a smallpox vaccination or a tetanus booster 
should be postponed until after the ‘polio’ season is 
less likely to be used in the future, but there will be 
other excuses unless the widespread adoption of a 
policy of vaccination against polio for everyone under 
45 should change the picture. 

“I am still getting reports that physicians known 
to me as good general practitioners, insist over my 
recommendation, that a single smallpox vaccination 
that ‘takes’ is of life-time value. I also learn, on New 
York Neurological Institute paper that ‘since my 
nephew reacted badly to tetanus serum, injections of 
tetanus toxoid should be reserved for a specific injury.’” 

It is apparent that some physicans are ignorant of 
the principles of immunization. But it is probable that 
failures to re-immunize are more often a result of care- 
lessness or laziness. Maybe it would help if the careless 
physician would think about fresh protection for his 
patients every time his house needs painting. 


Of Mutual Interest 


AT THE JUNE, 1956 meeting of the American Medical 
Association, two actions by the House of Delegates 
were of immediate concern to the Association of 
American Medical Colleges. These were a resolution 
on general practice that urged the use of all possible 
means to stimulate the formation of a department of 
general practice in each medical school, and the report 
by the Council on Medical Service regarding private 
practice by medical school faculty members. Late in 
July, the Executive Council of the Association of 
American Medical Colleges expressed its thoughts on 
these matters in a memorandum to the deans of mem- 
ber institutions. 
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The memorandum reminded that the Executive 
Council is not empowered to speak for the AAMC on 
important policy matters within each member school, 
then went on to make four points: 

1. Given the time, medical schools and the medical 
profession have been remarkably successful in resolv- 
ing common problems without unilateral action by 
either party at a national level. Local disagreements 
on policy have been worked out at a local level. 

2. Such matters as curriculum and organization and 
compensation of faculty should not be restricted to a 
uniform and fixed pattern. 

3. The final report of the AMA Council on Medical 
Service on private practice by medical school faculty 
members was a report of the Council itself—not the 
product of a joint effort by the Council and the Asso- 
ciation of American Medical Colleges. 

4. The position of the Association of American 
Medical Colleges had been clearly defined in a state- 
ment, “Meeting a Challenge to Medical Education,” 
approved by the Executive Council of the AAMC in 
February, 1956. 

At first reading, these four points may seem quite 
temperate. Still, they have undercurrents of dis- 
pleasure with AMA action—disgruntlement because 
some loci of disagreement brought about unilateral 
national action, resistance to interference with matters 
that are thought to be the private concern of each 
university, and an implied disavowal of the report on 
private practice by medical school faculty members. 

The undercurrents seem even stronger after reading 
“Meeting a Challenge to Medical Education.” That 
statement points to the problems that have beset the 
medical schools as a result of socioeconomic changes 
during recent decades. It ends with the declaration: 

“The teaching institutions which have the function 
of preparing the future generations of physicians should 
be encouraged to secure the services of full-time teach- 
ers and investigators under any reasonable plan satis- 
factory to the staff members and the school that will 
strengthen and improve the quality of medical educa- 
tion. They should have the support of the profession, 
the universities, and hospitals in their endeavors to 
maintain the quality of teaching which, in turn, will 
insure a high level of health services for the future. 
The teaching centers associated with medical schools should 
be concerned with providing patient care of the highest 
standard and in doing so in an ethical manner they should 
be free from hampering regulation and censure by the 
medical profession. The profession and the teaching insti- 
tutions should work together to encourage legislation which 
will not restrict the teaching centers in performing their 
essential functions in a modern society.” 

In an earlier editorial on this subject (GP, Septem- 
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ber, 1956, page 70), it was noted that there is threat 
of a schism in Medicine—between medical educators 
and those representing organized medicine. It was 
urged that there be no delay in bringing the two groups 
together. An early meeting of the groups now seems 
all the more urgent. They do have mutual problems. 
These can be solved only by mutual discussion—not 
by unilateral resolution, report or issuance of white 


papers. 


Prospect for Mutation 


DROSOPHILA ARE BETTER KNOWN to most of us as “fruit 
flies” —the little insects that are so much used in the 
study of genetics. In the pursuit of such study, Glass 
and Ritterhof reported in Science for August 17, 1956, 
that mutations with visible effects in Drosophila are at 
least ten times as common in the male germ line as in 
the female germ line. 

What is true for fruit flies is also true for humans, in 
the opinion of J.B.S. Haldane. He presented his specu- 
lations about this in the May 1956 issue of the Annals 
of Human Genetics. 

This is a worrisome thought to the masculine mind. 
Men have been tormented enough in recent years by 
evidence to show that they are the weaker sex. They 
develop their full mental and physical powers later, 
they are more vulnerable to the common degenerative 
diseases, and they die earlier. Yet a man could still take 
pride in one quality—steadfastness. Women were the 
changeable ones. Now comes Haldane with the word to 
crush that pride. Mutations are for males, he says. And 
he is impressed with the importance of mutation rates 
in the two sexes because of the possibility of an in- 
crease in those rates as a result of atomic nuclear re- 
actions. 

Mutation is an ugly word to most eyes because its 
popular connotation is negative. It calls up visions of 
changes for the worse. Yet, in the full sense, all of us 
are products of mutation. So, the masculine mind 
might rationalize that mutation has been good for 
humans. Aren’t they dominant in the scheme of things? 
Isn’t it to be expected that further mutation will in- 
crease their power? Might it not be argued therefore 
that exposure to the effects of atomic nuclear reactions 
will be beneficial ? 

Whether or not the masculine mind tricks itself 
with such idle rationalization may be beside the point. 
The atoms-for-war programs of the nations of the 
world propose that mankind will be the subject of a 
forced experiment in mass mutation. Surely it seems 
better to remove that threat, and to leave to writers of 
science fiction the unpleasant prospect of making man 
an unwilling metamorphosite. 
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Future 


The Challenge of the 


The challenge to be met by practicing physicians concerns 

the need for research in three important areas of disease: 

illness due to external causes (infection, trauma, physical 

and chemical agents), diseases having congenital 

and hereditary defects as their basis, and illness due to social 

and psychologic factors. Physicians in practice are particularly suited 
to make important and basic contributions in these fields. 


HARRY F. DOWLING, M.D. 


Professor of Medicine, University of Illinois 


Chicago, Illinois 


“In what sense, then, is medicine unique? By what right 
do we doctors claim either special authority or the special 
privileges that go with it. The answer, I think, is simple. 
Medicine alone takes its province the whole man.”— 
Sir Russet Brain 


IN ORDER TO UNDERSTAND the challenge facing the doc- 
tor of the future, I should like to refer to the past. May 
I ask you to join me in reviewing an old story that we 
all learned years ago, the story of Achilles, Homer’s 
great warrior. Legend tells us that, soon after his birth, 
his mother, holding him by one heel, dipped him into 
the river Styx in order to protect him from any weapon 
that man might wield. 

You will remember that he grew up to become the 
greatest warrior among the Greeks, and that he led 
them in battle beneath the walls of Troy. Dissension 
arose between Achilles and Agamemnon, however, 
when the latter insisted on taking Briseis (the Marilyn 
Monroe of her day) who had been given to Achilles as 
a prize of war. Achilles stalked away and stayed sulk- 
ing in his tent while ruin threatened the Greek army. 
He came to his senses only when his closest friend, 
Patroclus, was slain by Hector. Then the revivified 
Achilles, raging in the forefront of the battle, fought 
and killed Hector. Soon thereafter Troy fell. Achilles, 
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however, was not immortal. A spear pierced the heel 
by which his mother had held him when she dipped 
him in the river, and he too died. 


Achilles Is Every Man 


What meaning does this story have for us, other 
than the fact, learned by every freshman medical stu- 
dent, that the tendon at the back of the heel bears the 
name of Achilles? The significance is this: Achilles 
represents every man, and every woman, as he or she 
fights for health and happiness in the battle of life. 
Achilles flashes into our mind’s eye in a series of pic- 
tures. First (frontispiece, opposite page) he is arrayed in 
brilliant armor, charging through the ranks of the 
enemy, dealing blows to the right and left, and all 
the while unharmed by the spears that glance off his 
armor. Second, he falls in battle, pierced in the heel 
by a spear, later to die of this lowly wound. Third, 
scowling and ugly-visaged, he sits sulking within his 
tent while the Trojans despoil his comrades. 


His Armor: PROTECTION vs. ExTERNAL BLows 


The first phase picture signifies the armor that 
modern medical science has fashioned. The skill of 
the medical practitioner enables him to assemble this 
armor and clothe Achilles with it. 
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Figure 1. Percentage distribution of three measures for ranking 
the seven leading causes of death (1945). (Photographed from chart 
II of the article entitled “‘What is The Leading Cause of Death? 
Two New Measures,’”’ by F. G. Dickenson and Everett L. Welker, 
American Medical Association, Bullstin 64, 1948.) 


Infectious Diseases. So strongly is this armor made 
and so carefully is it fitted by modern science and prac- 
tice that most of the infectious diseases are no longer 
harmful missiles. For instance, pneumonia often glanc- 
es off the armor with only the lightest of blows. Dauer 
has estimated that in this country during 15 years the 
newer antimicrobial agents saved one and one-half 
million persons who formerly would have died of pneu- 
monia, streptococcal infections, syphilis, appendicitis 
and similar diseases. Lives saved from tuberculosis 
would increase this number still further. 

And yet, this armor is not impregnable. There are 
chinks through which some of the smaller missiles still 
enter. The crevice through which poliomyelitis has 
been accustomed to penetrate will be filled up, but the 
viruses of encephalitis, hepatitis, influenza and the 
common cold still find their way in. Some of these are 
fatal and others merely annoying. However, they all 
dull men’s ardor for the battle, and slow their onward 
progress. 

More and more often today we find that the defen- 
sive measures are strong enough so that the wound is 
not fatal. Rather, it lingers on in the form of a chronic 
infection. More tragic still are the times when the hel- 
met and breastplate are laid aside and the shield is 
rusting in the corner; when men are ignorant or care- 
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less or caught by surprise, not using the means of pre- 
vention or treatment that are available to them. Small- 
pox and diphtheria are as deadly as ever to the unvac- 
cinated, and the man who calls his doctor several days 
after pneumonia has begun runs a risk of grave com- 
plications or death. Finally, the armor is worn thin in 
old age, and blows that once would have been laughed 
at now draw groans as they find a vital spot. The prac- 
ticing physician and the investigator, therefore, must 
find a way to close the gaps in man’s protection against 
microérganisms by earlier immunization or treatment, 
by finding protective or curative measures against dis- 
eases caused by viruses and fungi, and by learning how 
to protect and care for patients with chronic infections, 
especially in old age. 

Trauma. Outrageous fortune has other slings and 
arrows, and the armor has large gaps in some places. 
Trauma has been diminished as man has made ma- 
chines do his heavy work and has developed safer 
machines. Industrial accidents are much less frequent 
than formerly and are more skillfully treated when 
they do occur. However, man’s restless search for 
pleasure and his desire to be ever on the move have 
made accidents one of the foremost causes of death. 

Dickinson and Welker demonstrated the significance 
of deaths from accidents in a unique way (Figure /). 
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When they studied the deaths among white males in 
the year 1945, they found, as others had, that diseases 
of the heart and cancer were the first and second most 
frequent causes of death, respectively. However, when 
they considered the number of years of life lost as a 
result of premature death, in comparison with the 
number of years these persons would have been ex- 
pected to live, they found that heart disease was still 
the leading cause of “‘life years” lost, while accidents 
were the second most frequent cause. Then they cal- 
culated the number of years that these same persons 
would have lived between their 20th and 65th birth- 
days if they hadn’t died, in other words the number of 
years they would most likely have worked at a gainful 
occupation. Calculating thus, they found that acci- 
dents were responsible for a higher percentage of 
“working years” lost than any other cause of death. 

Chemical and Physical Agents of Disease. Other ex- 
ternal missiles are creating new problems for man. The 
enemy is clever; he is forever finding new objects to 
hurl at the struggling army. Noxious fumes, atomic 
radiation and worst of all the very measures the doctor 
offers for protection, drugs—any of these can cause 
injury and even death unless man’s armor is improved. 
To overcome these external agents should be our con- 
tinuing challenge, and the inspiration comes from 
what we have done in the past. This is well stated by 
Sigerist who says that “‘Man was able to survive and to 
attain the position he holds in nature due to the fact 
that he was endowed with a larger brain and greater 
intelligence than other animals}, which enabled him 
through long generations to perfect not his natural but 
artificial defense mechanisms, to direct and increase 
the natural healing power of the body with artificial 
means, learning to use physical, chemical and biolog- 
ical forces to that end.” 

Except for the defects in his armor that have been 
pointed out, however, our modern Achilles is fairly 
well protected against the diseases that are due to ex- 
ternal causes. He is, to paraphrase Wordsworth, 

*“. .. the happy Warrior. It is he 
That every man in arms should wish to be.” 


Acuites’ INHERITED WEAKNESS 


Contrast now the second phase picture, where 
Achilles is falling, his heel pierced by a spear. It is not 
much of a wound, but its effects spread relentlessly 
through his body and he dies. The tendon which cov- 
ered Achilles’ mortal heel, also covers the heel of every 
man, and in naming it the tendon of Achilles, the anat- 
omists recognized the vulnerability of Man. Every man 
inherits at least one weak spot. The truth of this an- 
cient observation is being brought poignantly home to 
us as we see our happy warriors in the full flush of 
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battle, suddenly laid low from insidious and inexpli- 
cable causes, although their coats of protective armor 
have been ostensibly as good as any other man’s. 

Congenital anomalies are abnormalities of structure 
or metabolism that are present at birth, although they 
may not cause signs or symptoms for many years. 
Some of the commonest ones are well known to all of 
us: congenital structural abnormalities of the heart, 
diabetes mellitus, pernicious anemia, hemophilia, con- 
genital clubfoot, to name a few. There is much evidence 
that other common diseases, such as gallbladder dis- 
ease, are inherited also. As more people are living into 
middle and old age, more inherited diseases are becom- 
ing manifest after a long latent period. 

Many of these are characterized by their tendency to 
cut across several medical specialties. For instance, 
Wilson’s disease produces signs in organs as far apart 
as the brain and the liver because of an inherited de- 
fect in the synthesis of a serum protein (called cerulo- 
plasmin) that binds copper. In Wilson’s disease, the 
copper ii deposited in the tissues instead of being 
bound by the protein. 

Another extensive congenital condition, Marfan’s 
syndrome, is characterized by hyperextensibility and 
dislocation of the joints; long, thin extremities; dislo- 
cation of the lens of the eye; hernia; and dissecting 
aneurysm of the aorta. Malformations of the gastro- 
intestinal tract, lungs and heart may also be present. 
These widespread abnormalities have been attributed 
to a single underlying defect in the elastic tissue. 

These examples could be multiplied many times, 
but they will suffice to show the complexity of many 
inherited disorders, and the frequency with which they 
impinge upon the practice of general practitioner and 
specialist alike. 

To show how inherited and acquired factors may be 
intermingled, let us consider the problem of coronary 
thrombosis. As shown in Figure 2, among the general 
factors, certain disturbances of fat metabolism may be 
inherited, such as diabetes mellitus or familial hyper- 
cholesterolemia. These presumably increase the con- 
centration of fats in the blood. Likewise, when a per- 
son eats fats in large quantities he raises the concen- 
tration of fats in the blood. If a disturbance of fat 
metabolism is present also, the rise is even greater. 
This effect is neutralized by some factor which I have 
designated the female or estrogen factor, as shown by 
the observation that coronary disease is infrequent in 
females before the menopause, that it is more common 
in men who have the most “masculine” type of body 
build, the so-called mesomorphic configuration, and 
the observation that the concentration of fats in the 
blood can be lowered, and coronary atherosclerosis 
perhaps diminished, by the administration of estro- 
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gens. Coronary disease is also less frequent in men 
whose occupations require much physical work. 

Meanwhile, certain factors are at work on the coro- 
nary arteries themselves. Hereditary anomalies may be 
present, such as a single coronary artery or a sharp 
angle in an artery which becomes a favorable spot for 
the deposition of lipid. Arterial hypertension, which 
presumably is conditioned both by heredity and en- 
vironment, acts on the walls of the coronary vessels. 
Tobacco smoking also seems to produce a slight but 
statistically significant increase in coronary artery dis- 
ease, presumably by action upon coronary vessels. A 
combination of all these factors makes for coronary 
atherosclerosis. Additional factors that precipitate oc- 
clusion of a coronary artery when atherosclerosis is 
already present may be physical exercise and emotion- 
al factors. 

This is the pattern of the pathogenesis of coronary 
disease as it appears today. This pattern constitutes a 
challenge to the physician to utilize his knowledge of 
these relationships to prevent coronary disease and 
myocardial infarction, as well as to the investigator to 
trace the connections between them more thoroughly 
and to find the hidden significance behind the indi- 
vidual factors. 


ACHILLES SULKS: MENTAL AND SOCIAL ILLNEsS 


In the third phase picture we see Achilles sulking in 
his tent, at odds with himself and everyone else, an 
illustration of the social and psychologic difficulties 
that beset our patients. We shall pass lightly over the 
fact that there was a woman at the bottom of it; man 
has blamed his troubles on the fairer sex ever since 
the Garden of Eden. The significance of the picture is 
that, as diseases from external causes decrease, as men 
live longer, and as society becomes more complex, 
difficulties in social and psychologic adjustment be- 
come more important. 

Every year a quarter of a million new patients enter 
mental institutions in the United States and about ten 
million persons in this country have mental disorders 
of some kind. 

It has been estimated that one-half to two-thirds of 
the patients seen by general practitioners or internists 
have emotional difficulties that are of major impor- 
tance in their illnesses. Those who have studied the 
problem believe that this is our most important single 
health problem. 


The Challenge 


With these three pictures in mind I should like to 
consider for a moment the challenge that these prob- 
lems offer to the medical profession and the public. 
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Tue First PHASE 


It is obvious that the good record in the field of dis- 
eases caused by environmental factors is the result of 
man-made protection: civilized ways of living, vacci- 
nation, therapy with the antimicrobial agents, the elim- 
ination or regulation of harmful chemical and physical 
substances, and so forth. 

We cannot afford to remove a single part of this 
protective armor. In fact, we must continually add 
more, as new noxious agents are developed by men 
in their search for wealth (industry), their chase after 
pleasure (recreation), or their attempts to conquer and 
enslave their fellows (war). 

The practicing physician can do much to make the 
presently available armor protect more effectively, by 
encouraging patients to come to him earlier, by diag- 
nosing more promptly and exactly, and by using the 
drugs at his disposal properly so as to cause a mini- 
mum of reactions. Although this has been said over 
and over again, it cannot be repeated too often. The 
price of health is eternal vigilance. 


THE SECOND PHASE 


In the hope of protecting Achilles’ heel also, vast 
research programs have been set in motion. We hear 
of shining new research laboratories and extensive 
field studies springing up on every hand for the inves- 
tigation of aging (which is in essence an inherited dis- 
ease), for arteriosclerosis, for diseases of metabolism 
and the endocrine organs. There cannot be enough of 
these, and the practitioner should lend his strong sup- 
port to them. In addition there is much he can do 
directly. 

Who can follow the genetic fortunes of a family bet- 
ter than the family physician who has known the par- 
ents and grandparents? Who better than his own 
physician can persuade the father with diabetes or 
hypertension to have the son examined periodically? 
And who can better give advice to prospective parents 
than the doctor who enjoys their confidence in so 
many other matters? 

In the fields of prevention, early detection and early 
treatment of heritable disorders, the family physician 
occupies first place. 

Furthermore, most of these diseases cause chronic 
disability and the practicing physician bears the burden 
of their care. He can sometimes do even more. Know- 
ing the family relationships of his patients as he does, 
he is often able to trace the intricate pattern of the in- 
heritance of a certain characteristic and thus add im- 
portant facts and concepts to the inadequate store of 
knowledge in this area. Much research is still done out- 
side of laboratories. 
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Tue TuHirD PHASE 


Achilles sulking in his tent will recall many similar 
scenes to every physician who has seen the despondent 
patient, the uncooperative patient and the antisocial 
patient in his own practice—and who has not? In the 
field of mental and emotional illness the psychiatrist is 
often called upon to provide all the answers. An English 
psychiatrist recently reported, after visiting this coun- 
try, that “America was amazingly psychiatry-minded. 
Half of the 7,000 psychiatrists were in private practice, 
and almost everyone seemed to have been to one of 
them, and admitted this quite candidly . . . There was 
a danger of psychiatry becoming too expansive in 
America, and it would probably gain by defining its 


limits. It was being continually asked, by American 
religious bodies, by television and radio networks, and 
by big business to give advice on all manner of problems ; 
and there was a real danger of its true aims being 
obscured.” 

In my opinion it is a mistake to equilibrate mental 
and social health and illness with psychiatry. It is a 
field larger than that comprehended by psychiatry. 
Mental and emotional difficulties are not confined to 
psychotics and severe psychoneurotics. They are a 
part of everyone’s life. Many of these difficulties, there- 
fore, are better served by the general practitioner, the 
internist, the pediatrician or the specialist who is tak- 
ing care of the patient for some other difficulty. 

If we are ever going to get Achilles out of his tent 


FACTORS CONTRIBUTING TO MYOCARDIAL INFARCTION 


EFFECTS ON LIPID METABOLISM 


EFFECTS ON ARTERIAL WALLS 


Hypertension: 
Inherited 
factors 


Figure 2. Factors contributing to myocardial infarction. (Heredi- 
tary factors are designated by solid lines; acquired factors by 
broken lines.) 
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for good, we need a philosophy and a goal that will 
inspire an entire army of psychiatrists, physicians in 
other fields, psychologists, sociologists, anthropolo- 
gists and many others. We need to broaden our vision 
and share our efforts. What are some of the ways to do 
this? 

First of all, research programs in psychiatry should 
be continued and increased in number. We should not 
allow any one school of psychiatric philosophy to point 
research in a single direction. There is need for a more 
careful evaluation of various psychiatric theories, and 
this would be helped immensely by drawing physicians 
who are not psychiatrists into the investigations. 

Second, Altschule has suggested that independent 
departments of medical psychology be established in 
medical schools. This idea has real merit, since it would 
serve to bring psychologists and other social scientists 
into the medical school to share their knowledge with 
physicians, to participate in research and to teach 
medical students fundamental principles of psychology 
as they may be applied to medicine. 

Third, the problems of many patients are related 
primarily to so-called organic diseases, and secondarily 
to psychologic factors. These include patients who 
come to the doctor too late; patients who go to quacks 
and other irregular practitioners because of our inade- 
quacies; patients who do not cooperate in the proper 
therapy, and patients with incurable illnesses who need 
comfort and support through the final days. Practicing 
physicians by long experience have learned many de- 
tails of working satisfactorily with such patients. These 
facts and concepts are for the most part unwritten. 
They are usually learned by trial and error or by imita- 
tion of others, and for this reason are known as an art 
instead of a science. They should be studied, tabulated 
and codified, and the data and the principles derived 
from these data should be incorporated into a body of 
knowledge which can be learned and added to by others. 

This is a need that is long overdue. Much of it can 
be done by doctors who are dealing directly with pa- 
tients who are observed in the office. Important 
research is right at hand for the taking. Complicated 
laboratory apparatus is not needed. What is needed 
is careful, patient observation, critical analysis and 
selective publication. These are available to us all. 
Research is as much an attitude as a method of pro- 
cedure. 

Another field that is open to the practicing physician 
for exploration is group therapy. A few doctors have 
been bringing together their patients with diabetes or 
peptic ulcer or allergic disorders and teaching them in 
groups as well as consulting with them singly. The 


emotional and social aspects of the illness are consid- 
ered along with the physiology and pharmacology. The 
results of these projects need to be studied and reported 
to the profession, so that others may use and perhaps 
improve the technique, and so that the principles 
underlying good group therapy may be understood by 
all. 

The relatives of patients need to be studied. How do 
wives or husbands react when they learn that their 
spouses have an incapacitating or an incurable disease? 
We can all remember the reactions of certain individ- 
uals, but we need to study a large number and relate 
these reactions to other factors. We must pool our 
knowledge before we can get past the present catch-as- 
catch-can method of handling these important and 
frequently encountered situations. 

I could multiply examples. There are dozens of proj- 
ects in this area that could be undertaken and success- 
fully managed by practicing physicians. Once the 
importance of this frontier of knowledge is fully com- 
prehended, and the physicians who are working 
constantly with patients realize the contributions they 
can make, we will all be astonished at the results 
that can be accomplished. 

Finally, it should be added that many of these prob- 
lems are of interest to people in widely scattered fields. 
The problem of motivation is important not only to the 
doctor who has a patient who will not cooperate or 
who does not report to him soon enough, but also to 
the teacher whose students do not study, to the public 
official who wants to know why people will not assume 
the responsibilities of citizenship, and to the business 
man who is interested in why people don’t buy his dog 
food. Learning is another problem that is common to 
education, industry and the government (in relation 
to propaganda, for instance), as well as to medicine. 


Tue REwarD 


I have tried to show how the practicing physician 
can help his patient in the three important areas of 
disease, those due to external factors, to congenital fac- 
tors and to social and psychologic factors. This is 
the challenge of the future. If physicians meet this 
challenge they will realize, as Mumford has said, that 
‘By entering into purposes that transcend the limits 
of any single life .... man endows his own limited 


needs and values with a meaning that outlives their 
temporary satisfaction or their equally temporary de- 
feat.” 

May the walls of Troy fall before you. 

A bibliography accompanying this article is available upon re- 
quest from the Editorial Office of GP. 
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The Beck Operation to Improve the Coronary Circulation 


MORRIS W. 


Toledo, Ohio 


Tue Beck OPERATION for coronary artery disease is the 
culmination of more than 22 years of research attempts 
to revascularize the heart by surgical procedures. Im- 
paired coronary circulation can be improved by this 
operation with relative safety. This improved arterial 
circulation in the myocardium protects the heart 
against ventricular fibrillation, reduces the size and 
incidence of subsequent myocardial infarcts and allevi- 
ates angina. The end result of the Beck operation is an 
increase in the intercoronary arterial communications. 


Four Steps to the Operation 


The operation is done through the left chest. A 
transverse oblique incision is made through the sixth 
intercostal space. After the heart has been exposed, 
four main steps are carried out (Figure 1): 

1. The coronary sinus is ligated. 

2. The pericardium and epicardium are abraded 

with a burr. 

3. Asbestos powder is sprinkled over the surface of 

the heart. 

4. A pedicle graft of mediastinal fat is approximated 

to the myocardium. 
The operating time is about one and one-half hours. 
The patient is usually out of bed on the third post- 
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The Beck operation for revasculariztaion of the myocardium 
consists of ligation of the coronary sinus; abrasion 

of the pericardium and epicardium; the production of an asbestos 
granulomatous reaction, and a mediastinal fat pad graft 

to the myocardium. Experimentally, it protects the heart against 
ventricular fibrillation and reduces the size of infarctions 
following coronary artery occlusion. These effects are due 

to the development of intercoronary communications. This procedure 
is considered indicated where a definite diagnosis of occlusive 
coronary artery disease has been established, but NoT 

in the presence of extensive myocardial degeneration 
(congestive heart failure) or recent myocardial infarction. 


SELMAN, M.D. 


operative day and is discharged about 14 days following 
surgery. 


Effects of the Operation 
PROTECTION AGAINST VENTRICULAR FIBRILLATION 


There is experimental evidence that this operation 
will protect against death from ventricular fibrillation, 
following coronary occlusion. This arrhythmia is one 
of the frequent causes of death following coronary 
artery occlusion. It is characterized by rapid, unco- 
ordinated fibrillary twitchings of the myocardium 
which render the heart incapable of pumping blood. 

Following sudden occlusion of a coronary artery, an 
area of ischemia develops in the myocardium. This 
area of local ischemia and the muscle tissue bordering 
it is a highly irritable area which has the potential of 
discharging abnormal electrical impulses (Figure 2). It 
acts like a trigger. These impulses disrupt the normal 
coordinated contractions of the heart muscle causing 
ventricular fibrillation. 

Trigger Mechanism. In the dog, the production of a 
trigger zone and the development of a trigger mecha- 
nism can be demonstrated in the following manner: The 
descending ramus of the left coronary artery is ligated. 
A zone of cyanosis develops in the myocardium sup- 
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plied by this artery. In most of these animals, ven- 
tricular fibrillation appears suddenly within ten to 30 
minutes and the dog dies. It is estimated that an area 
of ischemia as small as 10 per cent of the total heart 
muscle may cause ventricular fibrillation and death 
even though 90 per cent of the heart muscle has the 
potential to function normally. This is a death due toa 
disturbance in the normal mechanism of the heart beat 
and not due to a poor myocardium. 

The Beck operation has been proved to afford signifi- 
cant protection against ventricular fibrillation following 
a coronary occlusion. Beck showed that the mortality 
rate from ventricular fibrillation in a control group of 
dogs, following ligation of the descending branch of the 
left common coronary artery, was 70 per cent. In 
another group of dogs who had had the Beck operation 
several weeks before, ligation of this test artery resulted 
in a mortality rate of 25 per cent. This reduction in 
mortality was ascribed to an increase in intercoronary 
communications resulting from the Beck operation. 

Yater reported that one-third of patients suffering 
sudden death from coronary artery disease showed no 
myocardial infarcts, either old or recent. Apparently, 
these patients died from ventricular fibrillation. In this 
group of patients, myocardial function ceased because 
of disruption of the normal mechanism of the heart 


Figure 1. Four steps in the Beok Operation: a. Partial ligation of 
coronary sinus over a probe. b. Abrasion of pericardium and epi- 
cardium ¢. Asbestos powder sprinkled over heart surface. d. Medi- 
astinal fat graft approximated to heart surface. 
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beat. Ventricular fibrillation could be prevented to a 
great degree if adequate interarterial coronary com- 
munications existed. The Beck operation will promote 
the development of these intercoronary anastomoses, 


INTERCORONARY COMMUNICATIONS 


Do interarterial coronary connections exist and 
develop? The existence of intercoronary arterial anas- 
tomoses on the capillary level has been demonstrated 
by anatomic and physiologic studies. Apparently, they 
are normally not functioning, but can be stimulated to 
function and develop. Zoll and his associates studied a 
large series of human hearts. They found an incidence 
of coronary artery anastomoses in 9 per cent of normal 
hearts and in 96 per cent of hearts with old coronary 
artery occlusions. Apparently, progressive coronary 
artery occlusion stimulates the development of the 
intercoronaries. Relative cardiac anoxia is probably 
the basic stimulus for the development of these inter- 
arterial connections. 

How do we know that the Beck operation results in 
an increase in the internal anastomotic collateral cir- 
culation of the coronary arterial system? Anatomic dis- 
sections, before and after ligation of the coronary sinus 
in dogs, have shown a very significant increase in the 
intercoronary anastomoses. Injection studies of the 
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coronary artery system by Beck and his associates have 
demonstrated a great increase in the intercoronary 
connections following the Beck operation. Physiologic 
studies by means of the backflow experiment prove 
that new collateral coronary anastomoses develop. 

The Backflow Experiment. This is performed in the 
following manner (Figure 3): The circumflex coronary 
artery in the dog is divided near its origin. The proximal 
end is ligated. The distal end is cannulated. Blood is 
allowed to flow back freely out of the cannula in the 
distal end. The amount of blood that flows back 
through the distal end is measured. In a series of con- 
trol dogs, the average backflow measured 3.5 cc. per 
minute. In a group of dogs who had had the Beck 
operation several weeks before, the average backflow 
measured about 16 cc. per minute. The only possible 
source of this increased backflow was newly developed 
intercoronary communications. 

Just how the Beck operation causes this improve- 
ment in the coronary circulation is being investigated 
in the experimental laboratories at Western Reserve 
University. It may be that ligation of the coronary 
sinus causes venous stasis, and a mild diffuse myo- 
cardial anoxia, which is a powerful stimulus to the 
opening of existing but nonfunctioning intercoronary 
anastomoses. Abrading the pericardium and epicardium 
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apparently causes an inflammatory reaction which re- 
sults in an increase in blood vessels. The asbestos 
powder produces a chronic foreign body granuloma, 
which is highly vascular, around the heart. It is be- 
lieved that the pedicle fat pad provides extracoronary 
blood vessels to the heart. 


REDUCTION IN SUBSEQUENT INFARCTIONS 


Another cause of death from occlusive coronary 
artery disease is a muscle death. As a result of one or 
more infarcts, the myocardium is gradually destroyed 
and becomes incapable of satisfactory contractions. 
Thus, the patient succumbs to gradual myocardial 
failure. Beck has shown that the number and size of 
myocardial infarcts is reduced following ligation of a 
coronary artery in dogs who have had the Beck opera- 
tion. Therefore, it is felt that, in a patient protected by 
the Beck operation, the muscle death is delayed or 
prevented, and longevity is increased. 

If the myocardium produces new collateral coronary 
anastomoses spontaneously following coronary artery 
occlusion, how does the Beck operation provide pro- 
tection ? Statistical studies show that a significant num- 
ber of cases of coronary occlusion will succumb within 
five to eight years following the initial infarct. Ap- 
parently, the rate of development of these new col- 
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Figure 2. Drawing showing area of ischemia (trigger zone) distal 
to occlusion of coronary artery. Arrows depict abnormal electrical 
impulses being discharged from trigger zone. These impulses dis- 
rupt the normal coordinated contractions of the heart muscle and 
may cause ventricular fibrillation and death. 


laterals is inadequate in most cases to keep up with the 
rate of occlusion produced by the disease. These 
patients have not been able to develop an adequate 
collateral circulation. 

The Beck operation can speed up the development 
of intercoronary communications sufficiently to protect 
the heart following coronary occlusion from death due 
to ventricular fibrillation; and enough so that myo- 
cardial infarction is reduced or prevented following a 
second coronary occlusion. 


OF ISCHEMIA 


Many patients develop angina following a myocardial 
infarction. The dramatic relief from angina that many 
of these patients get from the operation demonstrates 
the effectiveness of this procedure in relieving myo- 
cardial ischemia. 


Indications for Operation 


The Beck operation is indicated where a definite 
diagnosis of occlusive coronary artery disease has been 
established. Brofman has classified the selection of 
patients for the Beck operation into three groups: 

1. Prophylactic. 

a. Old mild angina (stable). 
b. Small infarct without angina. 


2. Therapeutic. 

a. Moderate to severe angina (progressive). 

b. Infarct followed by angina. 

c. Repeated coronary failure with or without 

ECG changes. 
3. Salvage. 

a. Massive infarct. 

b. Status anginosus. 

If there is evidence of extensive degeneration of 
heart muscle, the Beck procedure is contraindicated. 
Dead muscle cannot be restored or repaired by this 
operation. Therefore, nothing can be gained by the 
operation when the heart is dilated and congestive 
failure has developed. 

The absolute contraindications may be classified as 
follows: 

1. Recent infarct (or very severe pain) within four 

to six months. 

2. Significant left ventricular enlargement. 

3. Evidence of congestive failure. 

a. Venous pressure elevated and circulation 
time prolonged. 

b. Vital capacity and dynamic pulmonary func- 
tion tests severely impaired. 

c. Pedal edema, dyspnea, orthopnea. 

4. Marked hypertension (above 200/100). 

There are certain relative contraindications to 
consider: 

1. Borderline left ventricular enlargement. 

2. Evidence of massive destruction of myocardium. 

3. Possible recent infarct (even if ECG is un- 

changed). 

4. Status anginosus, decubitus. 

5. Bundle branch block. 

6. Cardiac arrhythmia (e.g., auricular fibrillation). 

7. Patients over 60 years of age. 

Sufficient time has not elapsed to permit more than 
an early objective evaluation of the operated cases. 
However, the marked clinical improvement in most 
of the patients operated is very impressive. The relief 
of angina is the most dramatic result of the operation. 


Results 


Case 1. V.D., a 45-year-old white woman, was ad- 
mitted to the hospital on March 12, 1955. This patient 
had had a posterior myocardial infarct in July, 1954. 
After several weeks of hospital and home care, she was 
allowed a gradual increase in activities. At this time she 
noticed a substernal pain that radiated up into the 
neck and down the left arm. This pain became pro- 
gressively worse. It varied in intensity and in duration. 
The pain was aggravated by walking one-half a block 
or a short flight of stairs, going from a warm room into 
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the cold air and by emotional disturbances. Nitro- 
glycerin and a brief period of rest relieved the pain. 
The pain was severe enough to disable the patient in 
her work as an Addressograph operator. 

Phsyical examination was negative in general. The 
heart rhythm was regular; tones were of good quality; 
there were no murmurs. Blood pressure was 124/80. 
The electrocardiogram revealed a remote posterior 
myocardial infarct. X-ray and cardiac fluoroscopy 
showed a normal cardiac silhouette. A diagnosis was 
made of old posterior myocardial infarct with angina 
pectoris. 

On March 21, 1955, a Beck operation was per- 
formed. Examination of the exposed heart at surgery 
revealed calcification in the origin of the left common 
coronary and in the posterior descending branch of the 
circumflex coronary. There were several small infarcts 
about 2 mm. in diameter visible on the posterior sur- 
face near the apex of the heart. There was an irregular 
infarct about 14% cm. in diameter on the diaphrag- 
matic surface of the heart. 


Figure 3. The Backflow Experiment: Circumflex coronary artery 
cannulated. Amount of blood that flows back through cannula per 


minute is measured. a. Control dog—3.5 cc. b. After Beck Opera- 
hon— 16 cc. 
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The patient’s postoperative course was uneventful. 
She was discharged ten days following surgery. Five 
months following the operation the patient was free of 
pain, required no nitroglycerin, and was able to work 
full time at her old job. 

In a recent review, 32 consecutive cases of the Beck 
operation were reported. A preliminary evaluation of 
these patients with angina revealed excellent to good 
improvement in more than 80 per cent of the cases. 
By excellent to good improvement is meant that the 
patients required little or no medication, were rela- 
tively free of pain and were able to return to a gainful 
occupation. In this group there were no operative or 
postoperative deaths. 

There is sufficient experimental and clinical evidence 
to warrant the widespread use of the Beck operation 
for occlusive coronary artery disease with or without 
angina. 


A bibliography accompanying this article is available upon 
request from the Editorial Office of GP. 
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Physicians from Abroad 
and Medical Competence 


THE ADMISSION into the United States of large numbers 
of graduates of foreign medical schools is described as 
“reminiscent of the diploma-mill era of fifty years 
ago” by Willard C. Rappleye, dean of the Faculty of 
Medicine at Columbia University, in his annual report 
to President Grayson Kirk of Columbia. After point- 
ing out that at the present time more than 25 percent 
of the house staffs in the hospitals of the United States 
are aliens, and that the percentage in a few states is 
more than 50 percent, the report says: 

“It has been predicted recently that over 5,000 
foreign-trained physicians will enter the country this 
year, compared with a total of 6,977 graduates of all 
the American medical schools. Most of the foreigners 
will be graduates of unapproved medical schools. In 
many sections of the country there are now two 
classes of citizens as far as medical services are con- 
cerned: those who are to be cared for by physicians 
who have had a satisfactory preparation for medical 
practice, and those whose medical care will be pro- 
vided for by physicians who are graduates of sub- 
standard schools. . . . It is to be hoped that in fairness 
to the American public as well as to the individuals 
involved some equitable plan can be worked out to 
offer opportunities to foreign-trained physicians who 
would be welcomed as additions to the medical pro- 
fession in this country, provided they meet reasonably 
satisfactory standards of educational preparation.” 

Rappleye’s report also discusses a related medical 
problem, the national supply of physicians: ‘The 
gross ratio of the number of physicians in the nation’s 
population—one doctor to about every 750 persons— 
is approximately sufficient if all were adequately 
trained, better distributed, up-to-date in knowledge 
and skills, and more effectively used in relation to ac- 
tual needs.” Rappleye states that during the last 45 
years the number of medical graduates has risen 117 
percent, while the population has grown 76 percent : 

**The output of the medical schools in recent years 
has increased more rapidly than the population. Last 
year the additions to the profession in this country 
totalled 7,917, almost twice the number of physician 
deaths reported—about 4,000. The net gain was about 
3,900. The figures, however, are the least significant 
part of the picture, because the quality and compe- 
tence of doctors are far more important than their 


numbers.”’—-Science, 124:479, 1956. 


Some of the conditions of the allergic state are 
difficult to reconcile with notions of antigen-anii- 
body reactions and other concepts of the mechanism 
for that state. In one sense, allergy is a disorder 
of adaptation. It is influenced by many nonspecific 
factors. The chances are that biochemical studies 
will eventually solve the riddle of allergy, and 
afford a more effective approach. 


The Underlying Mechanism 
of Allergy 


JOHN PETERS, M.D. 
Oak Park, Illinois 


PRESENT concepts of allergy are based on many un- 
certainties and probabilities, with resulting confusions 
of meanings. Physicians are inclined to believe that the 
word “allergy” must mean something important, al- 
though they are not too sure what that something may 
be. 

Arnold Rich of Johns Hopkins, in his famous lecture 
on bacterial allergy in London in 1933, said, ‘It would 
be well for anyone who writes or speaks of allergy to 
begin by defining what he himself means by that term, 
for the word ‘allergy’ has come to be applied to the 
most diverse and unrelated types of altered body 
states.” 

Present concepts of allergy were derived from inter- 
pretations offered a quarter of a century ago. Von 
Pirquet defined allergy as an altered reaction resulting 
from an infection. Coca defined it as a human hyper- 
sensitivity that does not occur in lower animals, and 
which is subject to hereditary influence. Richet watched 
a guinea pig die from shock following an antigen injec- 
tion and believed that the animal became hypersensi- 
tive. 

To assume that the tissues are hypersensitive is to 
take it for granted that the body of an immunized host 
is divided against itself, and that the tissues are lined 
up against the host. There is also a tendency to insist 
that circulating antibodies must be present in the blood 
stream of an allergic individual, although circulating 
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antibodies cannot be demonstrated by available tech- 
niques. Therefore it is important that we do not con- 
fuse concepts with facts. 

There can be no doubt that the human constitution 
is at all times attempting to maintain itself in a state of 
equilibrium—good health. But when the constitution 
fails to adapt itself to the stresses and strains imposed 
upon it by its environment, there is a disorganization 
of tissue function—disease. It would therefore be 
reasonable to regard allergic diseases as failures of 
adaptation. This interpretation may satisfy many cli- 
nicians but, to the scientist, it offers no proof as to the 
basic mechanism that is responsible for the disturbance 
of equilibrium. 


Correlation of Concepts and Observations 


It is often contended that allergy is a hereditary 
disease. Yet Bowen reported his findings in 59 twins 
with allergic conditions existing in one or both, and in 
only seven was there a bilateral allergy of a similar 
pattern. This study, he stated, contradicts the concept 
of a placental transference, or there should have been 
59 cases, and not only seven. 

Allergic reactions are frequently elicited by non- 
specific factors, such as emotions. All are familiar with 
the fact that emotional disturbances precipitate asth- 
matic attacks. On the other hand, a number of cases 
have been reported in which shock to the nervous sys- 
tem terminated severe asthma that had failed torespond 
to any other form of therapy. 

The same uncertainties in effect upon allergic dis- 
eases have been observed in patients who were treated 
with cortisone or corticotrophin. This is certainly not 
in accord with the thought that the allergic reaction 
is an immunologic process, resulting from an antigen- 
antibody reaction. 

Among many nonspecific factors, weather changes 
must be considered important. For a period of three 
years, I checked and recorded the daily atmospheric 
changes, and frequently could predict a day in advance 
the reactions in patients. All patients, who were sub- 
jected to weather changes regardless of the local resi- 
dence within the affected area, would develop asthma 
within hours of each other. Many theories have been 
offered to explain the mechanism, none of which is 
completely satisfactory. 

From many clinical observations, it is quite obvious 
that the nervous system is a very important factor in 
allergic disturbances, but up to the present time, there 
has not been a satisfactory explanation as to how the 
hervous system alters tissue function. Many years ago 
when I was a resident in a state institution for the in- 
sane, I recall that I did not observe hay fever or 
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asthma among them. An investigation of allergic dis- 
eases among them was reported in the Illinois Medical 
Journal in 1941. Among a group of 4,500 patients, I 
observed only six cases with mild allergic disturbances. 
They gave positive reactions to a few of the inhalants. 
When the mental condition in those six patients began 
to improve, their allergic disturbances became worse. 
Since allergy affects almost 10 per cent of our popula- 
tion, it is certainly not a chance occurrence for the 
small number among the insane. Similar findings have 
been reported on the infrequency of duodenal ulcers 
among the insane. 

An interesting observation concerns a patient who 
had migraine headaches since childhood and had also 
been sensitive to a few inhalants and to certain foods. 
Six months ago, she fell and broke her femur, requir- 
ing surgery. Apparently from the stress to her nervous 
system, she has not had a single attack of migraine 
and has also been free of allergic symptoms. 

Allergic persons often can tolerate certain allergens 
in some localities, but not in others. Also, there are 
many allergic patients who derive greater benefits from 
therapy in some localities than in others. This too is 
hard to explain. Only one thing seems to be certain— 
the allergic reaction is only a type of response. 


Another Viewpoint 


It can be said that allergic disease have no single 
cause—no specific pathogen. Many of them are greatly 
influenced by nonspecific factors such as weather and 
emotions. From clinical observations, one is justified in 
assuming allergic diseases, are not inherited, that they 
are not always due to a specific factor and that they do 
not necessarily involve an immunologic process, char- 
acterized by an antigen-antibody reaction. 

The underlying mechanism of allergic diseases may 
be the result of molecular or biochemical changes in the 
neurohumoral system, when the constitution is ex- 
posed to stress. Impulses from the nervous system on 
arrival at their destination release a specific chemical 
substance in the tissues, and it is believed to be re- 
sponsible for disorganization of tissue function when it 
comes in contact with an irritating factor. 

It is obvious that allergic reactions occur in a specific 
genetic pattern. In affected people, the response is 
“physiological” and may be considered normal to 
them, for if the response did not occur, the tissues 
might be destroyed. 

In conclusion, if greater interest were directed toward 
the biochemistry of the neurohumoral system and its 
effect on tissue function, it might lead to a better 
understanding of allergic disease and most likely to a 
more successful approach in therapy. 
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Fatal uterine hemorrhage at or near parturition 
is often accompanied by a defect in the clotting mechanism. 
For example, hypofibrinogenemia occurs in premature separation 


of the placenta, amniotic fluid embolism, intrauterine retention 


of a dead fetus and criminal abortion. 


Afibrinogenemia and hypofibrinogenemia may be recognized 
by a simple, rajnd test; and the intravenous administration 


of fibrinogen may be life-saving. 


Hemolysis and thrombocytopenia may accompany 


eclampsia and severe pre-eclampsia. 


Finally, several months following delivery, 


an unusual hemophilia-like syndrome occasionally occurs, 


which is due to a circulating anticoagulant. 


Hemorrhagic Disorders of Pregnancy and Parturition 


OSCAR D. RATNOFF, M.D. 


Department of Medicine 
Western Reserve University School of Medicine and University Hospitals 


Cleveland, Ohio 


UTERINE HEMORRHAGE is now the principal cause of 
death in childbirth. Within the last few years, it has 
become clear that fatal post-partum hemorrhage is 
often accompanied by profound changes in the clot- 
ting mechanism which may result in generalized bleed- 
ing phenomena. If an accurate diagnosis is made, most 
cases of uterine bleeding can be treated successfully. 
The present review outlines some current views on 
diagnosis and management of this group of disorders. 


Causes of Uterine Bleeding 


The commonest cause of hemorrhage at parturition 
is said to be atony of the uterus—that is, failure of the 
uterine musculature to contract immediately post- 
partum. Most often this is the result of some change in 
the uterus itself, such as the presence of intramural 
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fibromyomata or the retention of placental fragments. 
In other patients, it may be a sequel of overdistention, 
or may result from excessive anesthesia, shock or gen- 
eral debility. Rarely, the bleeding may result from 
cervical or vaginal lacerations. Usually, bleeding due 
to any of these disorders may be controlled by local 
measures. Shock, if it appears, can be combated suc- 
cessfully by conventional means. 

However, when uterine bleeding is fatal, the basis 
for the hemorrhage is usually an impairment in the 
coagulability of the circulating blood. Under such cir- 
cumstances, local therapy will often be useless, and 
may even be contraindicated. Since the rational ther- 
apy Of such uterine hemorrhage depends upon proper 
diagnosis, it is important to be acquainted with the 
various disorders of pregnancy and the puerperium 
that may be associated with abnormalities of clotting. 
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Clotting Mechanisms 


The mechanisms that result in the coagulation of 
shed blood are sharply disputed, but certain generali- 
zations can be made to which most would agree. The 
clot is composed of fibrin, an insoluble fibrous protein 
which forms through the action of an enzyme, throm- 
bin, upon fibrinogen, a soluble protein of plasma. 
Ordinarily, there is no appreciable amount of thrombin 
in the circulating blood. However, when blood is shed, 
thrombin rapidly evolves from an inactive precursor, 
prothrombin. The conversion of prothrombin to throm- 
bin results from the interaction of several substances, 
namely, calcium ions, proaccelerin (Factor V, plasma 
accelerator globulin, or labile factor), proconvertin 
(Factor VII, or the precursor of serum prothrombin 
conversion accelerator), and one of a group of sub- 
stances known as thromboplastins. 

Among the substances that can act as thromboplas- 
tins are any tissue (including placental tissue and 
amniotic fluid), the cellular elements of the blood, and 
indeed the plasma itself, for the plasma contains the 
precursors of substances, which when activated dur- 
ing the process of clotting, will act as thromboplastins 
(Figure 1). From the viewpoint of the problem of 
uterine bleeding, it is important to emphasize that 
clotting can be initiated by the addition to the circu- 
lating blood of any thromboplastic material. 

Finally, the clot once formed can be dissolved as the 
result of the plasma’s own proteolytic activity, pre- 
sumably by the enzyme or enzymes known as plasmin 
or fibrinolysin. 


Normal Changes During Pregnancy 


During the course of a normal pregnancy, there is 
ordinarily an increase in the concentration of fibrino- 
gen from an average of about 300 mg. per 100 ml. in 
nonpregnant women to an average of about 440 mg. per 
100 ml. at the 37th week and thereafter. This increase 
in the concentration of fibrinogen is apparently an im- 
portant factor in producing the rapid erythrocyte sedi- 
mentation rate characteristic of pregnancy. At the 
same time, there is a rather unimpressive increase in 
the concentration of prothrombin, and a more clearly 
defined increase in the concentration of proconvertin 
in the plasma. In normal patients at term, the concen- 
tration of platelets is normal. The thrombin time (the 
clotting time of a mixture of bovine thrombin and the 
patient’s oxalated plasma) is also normal at the time of 
childbirth, indicating that there is no alteration in the 
reactivity of the patient’s fibrinogen to this enzyme. 
Finally, at the onset of labor there is normally no evi- 
dence of abnormal plasma fibrinolytic activity ; plasma 
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clots lyse in the same time as the clots of nonpregnant 
subjects. 

Remarkably few alterations occur during the course 
of labor. The clotting time, the concentrations of pro- 
thrombin, fibrinogen and platelets and the thrombin 
time are all unaltered by normal parturition. However, 
there is a gradual increase in the plasma fibrinolytic 
activity so that four or five hours post-partum, clotted 
plasma dissolves much more rapidly than normally. 
The next day the clot lysis time is once again normal. 
The mechanisms responsible for this rapid fibrinolysis 
are not known, though a similar phenomenon is ob- 
served in anyone undergoing severe physical exertion. 


Bleeding in Late Pregnancy 


Under at least four conditions, more or less transient 
abnormalities in the clotting mechanism that may be 
responsible for uterine or generalized bleeding occur 
at or near the time of parturition. These syndromes 
include premature separation of the placenta, amniotic 
tluid embolism, intrauterine retention of a dead fetus, 
and eclampsia or severe pre-eclampsia. The patho- 


OUTLINE OF CLOTTING MECHANISM 
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Figure 1. An abbreviated outline of the clotting mechanism. Inhibitors 
of the various steps have been omitted. There is good evidence that pro- 
accelerin is changed to an active form, accelerin, during clotting. 
Proconvertin is also changed to an active form that may be identical 
with the “activated thromboplastin” in this diagram. (Reprinted 
with permission from the New England Journal of Medicine. 253: 
63, 1955.) 
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is obscure. 

Decrease in Fibrinogen. The suggestion has been 
made by a number of investigators that the bleeding 
associated with premature separation of the placenta, 
amniotic fluid embolism and intrauterine retention of 
a dead fetus may be secondary to a depletion in the 
amount of circulating fibrinogen. In turn, this might 
result from the coagulation of fibrinogen within the 
maternal blood vessels initiated by the entrance into 
the blood stream of thromboplastic tissues of maternal 
or fetal origin. 

In experiments upon animals, it has been observed 
repeatedly that the slow intravenous infusion of tissue 
thromboplastin results in a gradual decrease in the 
concentration of fibrinogen in the circulating blood. 
This decrease is presumably the result of intravascular 
clotting, and thrombi can be demonstrated micro- 
scopically in the smaller blood vessels. If the injection 
of thromboplastin is rapid, the animal may die; at 
autopsy, clots are found in the pulmonary arteries, 
the inferior vena cava and the portal vessels. If the in- 
jection is gradual, however, complete defibrination 
may take place without obvious harm to the animal. 
Several hours after the infusion is completed, the con- 
centration of fibrinogen in the circulating blood begins 
to rise, and within 24 hours, may actually be higher 
than before the start of the infusion. 

Other alterations in the clotting mechanism may be 
noted during the infusion of thromboplastic material. 
The clotting time gradually lengthens until the blood 
becomes incoagulable, there may be thrombocytopenia, 
and the clotting time of a mixture of oxalated plasma 
and thrombin—that is, the thrombin time—may be 
prolonged. 

Under certain conditions, excessive plasma fibrino- 
lytic activity may also be demonstrated, but this is an 
inconstant finding. Similar changes have been de- 
scribed after the intravenous injection of thrombin. 
The striking resemblance between these events and 
those to be described in patients with post-partum 
hemorrhage will be apparent. 


PREMATURE SEPARATION OF THE PUACENTA 


Perhaps the commonest cause of serious uterine 
bleeding is premature separation of the placenta, a 
complication that is said to occur in from one in 85 to 
one in 250 deliveries. In a small number of these cases 
the bleeding may be severe and even fatal. DeLee, in 
1901, was the first to observe that the uterine bleeding 
in cases of premature separation of the placenta might 
be accompanied by a generalized bleeding diathesis. 
Some years later, Dieckmann showed that the bleeding 
tendency was associated with a decrease in the con- 
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centration of fibrinogen in the maternal plasma. The 
mechanism of this decrease is not at all clear. Moloncy, 
Egan and Gorman suggested that the fibrinogen had 
been destroyed, presumably by plasmin, the fibrinolytic 
enzyme of plasma active at the pH of the blood. How- 
ever, in a number of patients it has not been possible 
to demonstrate abnormal fibrinolytic activity. 

The viewpoint of Schneider, Page and Weiner and 
his associates that placental tissue enters the maternal 
dlood stream and there acts as a thromboplastin seems 
most reasonable. Presumably intravascular clotting re- 
sults, and the fibrinogen is consumed by this particu- 
lar process. 

This course of events was demonstrated many years 
ago in experimental animals by Abato, who injected 
placental tissue intravenously. Indeed, if the patient 
dies immediately, one can see clots within the smallest 
blood vessels of the body. The blood, thus defibrinated, 
is then incapable of carrying out its normal hemostatic 
function. 

When the concentration of fibrinogen in the plasma 
falls to less than 100 mg. per 100 ml., a generalized 
bleeding tendency may result. This may be manifested 
by epistaxis, hematuria, melena, cutaneous ecchymoses, 
gingival bleeding or bleeding at the sites of venipunc- 
tures or parenteral injections. Post-partum, uterine 
bleeding may be prolonged or excessive. However, it 
must be recognized that the blood which first flows 
from the uterus post-partum normally clots poorly if 
at all; failure of uterine blood to clot is not in itself 
indicative of hypofibrinogenemia in the circulating 
blood. 

Diagnosis of Hypofibrinogenemia. Fortunately, a quali- 
tative diagnosis of hypofibrinogenemia can be made 
with great rapidity, using a technique suggested by 
Page. The operating room should be provided with a 
number of scrupulously clean Pyrex Wassermann or 
Lee-White tubes, scored at the 1 ml. mark. One-tenth 
ml. of commercial topical thrombin, containing 1,000 
National Institutes of Health units per ml., should be 
pipetted into each of the scored tubes, and these 
thrombin tubes should then be kept in a freezer con- 
venient to the operating room. Ordinary blood chemis- 
try or blood count bottles should also be available ; the 
anticoagulant should be oxalate and not heparin. 

When hypofibrinogenemia is suspected, 8 or 10 ml. 
of venous blood should be drawn through an 18-gauge 
needle. The needle should be detached from the 
syringe. The tube containing thrombin should be filled 
to the 1 ml. mark, and mixed gently. About 5 ml. 
should be placed in an oxalate bottle and mixed. If the 
blood in the tube containing thrombin fails to clot, it is 
likely that the patient has afibrinogenemia—that is, a 
total absence of coagulable fibrinogen. 
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If hypofibrinogenemia is present, the blood in the 
thrombin tube will quickly clot. However, after a minute 
or two, the tube should be tapped gently. If the con- 
centration of fibrinogen is low the clot will quickly 
shrivel into a tiny ball from which the red cells will be 
extruded (Figure 2). If the concentration of fibrinogen 
is normal, the clot will remain firm and retain the bulk 
of the red cells. It is obviously important to gain 
personal experience with this test before it is needed in 
a crisis. However, its use has led to the rapid recogni- 
tion of hypofibrinogenemia, and has permitted almost 
immediate institution of replacement therapy. 

Determination of the clotting time of venous blood 
is not of help. Despite statements to the contrary, the 
clotting time may be normal even though severe hypo- 
fibrinogenemia is present; only when the clot retracts 
or the tube is tapped will it become apparent that only 
a small, flabby fibrin clot is present. The clot may re- 
tract to form a tiny nubbin; unless this is searched for 
carefully one may assume incorrectly that fibrinolysis, 
with a total dissolution of the clot, has taken place. 

If there is doubt concerning the presence of hypo- 
fibrinogenemia, a chemical determination of the con- 
centration of fibrinogen in the oxalated sample of blood 
can be made. However, it is usually unsafe to await the 
results of chemical examination, since this will con- 
sume an hour or more, at a time when every minute 
counts. 

Treatment. The treatment of the hemorrhagic state 
associated with premature separation of the placenta 
entails three principles. In the first place, the patient 
should be treated for blood loss and shock in the same 
way that one would treat patients with blood loss from 
any cause. Secondly, one should administer a minimum 
of 4Gm. of human fibrinogen intravenously. (Fibrinogen 
is available through the American Red Cross, and, 
commercially, from the Cutter Laboratories, Berkeley, 
Calif.) If human fibrinogen is not available, repeated 
blood transfusions may be necessary, for a liter of blood 
contains only about 1.5 Gm. of fibrinogen. Since the 
repeated transfusion of blood carries its own hazards, 
it is obviously a great advantage to have fibrinogen 
available. At times, the injections of fibrinogen must be 
repeated, and indeed 16 Gm. had to be given to one 
patient in order to provide an effective concentration of 
fibrinogen. The qualitative test for fibrinogen is a 
simple way to determine whether an adequate dose has 
been given. 

Thirdly, measures should be taken to empty the 
uterus. Weiner, Reid and Roby induce labor by ruptur- 
ing the fetal membranes, and only if effective labor does 
not begin within four to 12 hours do they doa Cesarean 
section. Pritchard has suggested that Cesarean section 
be done when it is evident that labor will not ensue 
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Figure 2. Clot retraction as a clue to hypofibrinogenemia. Blood from 
anormal person (right) and from a patient with hypofibrinogenemia 
(left) was allowed to clot in Pyrex tubes. As can be seen, most of the 
red blood cells were extruded from the smaller clot. (Reprinted with 
permission from the New England Journal of Medicine, 253: 63, 
1955.) 


promptly, if it is difficult to keep the patient out of 
shock or if it is necessary to give repeated doses of 
fibrinogen to maintain hemostasis. It is well to re- 
member that even without the injection of purified 
fibrinogen, most patients with the bleeding diathesis 
associated with premature separation of the placenta 
can be treated successfully without resorting to surgical 
procedures. 

The prognosis in patients with uterine bleeding 
associated with premature separation of the placenta is 
usually excellent. However, in one patient, it was not 
possible to correct the state of shock, and she expired 
even though the concentration of fibrinogen had been 
restored. In other cases, the patients appear to recover, 
only to die subsequently from lower nephron nephrosis. 


AMNIOTIC EMBOLISM 


A second cause of generalized bleeding associated 
with pregnancy is amniotic fluid embolism. In this con- 
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dition, first described by Steiner and Luschbaugh, 
amniotic fluid enters the maternal circulation just be- 
fore, during or after childbirth. In about two-thirds of 
the reported cases, the mothers are 30 years old or 
older, and most of them are multiparous. In at least 
half, it is said that labor is excessively rapid or severe, 
although it is difficult to assess this in comparison with 
other multiparous births. 

In some patients with amniotic fluid embolism, there 
is sudden severe respiratory distress, and death occurs 
within a matter of minutes. In other cases, the patient 
gradually slips into shock during the first few hours 
post-partum. In the latter group, gross uterine hemor- 
rhage is the rule, and despite supportive measures, the 
patients seem to grow progressively weaker and usually 
die. 

At autopsy, evidence of embolization of the maternal 
circulation by amniotic fluid, such as the presence of 
lanugo hairs and desquamated fetal epithelial cells, 
the so-called squames, can be found in the mother’s 
pulmonary vessels. 

Weiner and Reid reviewed 22 fatal cases of amniotic 
fluid embolism. Among the 15 who survived the period 
of delivery itself, 13 had severe hemorrhagic manifesta- 
tions. Serious uterine hemorrhage was the rule, but in 
some cases evidences of a generalized bleeding state 
were present. Weiner and Reid were able to demon- 
strate that amniotic fluid was thromboplastic in vitro. 
For this reason they proposed that the bleeding tend- 
ency in amniotic fluid embolism was due to intra- 
vascular defibrination, as in the case of premature 
separation of the placenta. Since that time, a number of 
cases of amniotic fluid embolism have been studied in 
which it has been possible to demonstrate hypofibrino- 
genemia. In addition, hypoprothrombinemia and 
thrombocytopenia have also been noted—manifesta- 
tions seen in experimental animals injected with throm- 
boplastin. Occasionally, excessive fibrinolysis has also 
been observed and may have contributed to the 
hemorrhagic state. 

The prognosis in amniotic fluid embolism is grave, 
though by no means as serious as was originally 
thought. The patients should be treated in the usual 
manner for shock. In addition, they should be given an 
intravenous injection of 4 to 6 Gm. of fibrinogen, or if 
this is not available, blood or plasma transfusions. The 
injections of fibrinogen should be repeated as often as 
is necessary to maintain an adequate concentration of 
fibrinogen in the plasma, using the thrombin tube test 
as a guide. Occasionally these measures will not be 
adequate to correct the bleeding tendency. 

Two particular hazards should be avoided if it is at 
all possible. In several patients whom we have ob- 
served, supracervical hysterectomy was performed be- 


cause of the possibility that hemorrhage may have come 
from an unsuspected uterine tear. In each case, it was 
impossible to control the bleeding from the operative 
site, and the patient expired. A second hazard results 
from the treatment of shock with large amounts of 
citrated bank blood. 

It has been demonstrated in a number of different 
centers that the repeated transfusion of blood may 
result in thrombocytopenia. Presumably this is due, at 
least in part, to dilution of the patient’s blood with the 
transfused blood which is severely deficient in platelets. 
Thus the patient, already handicapped by hypofibrino- 
genemia, becomes thrombocytopenic, increasing the 
tendency to hemorrhage. It has been proposed that this 
hazard can be lessened by transfusing the patient either 
directly, using syringes and needles coated with non- 
wettable agents, or that the patients be transfused with 
blood freshly drawn into plastic bags and administered 
before there has been time for significant deterioration 
of platelets to occur. 

Whether the above-mentioned procedures will obvi- 
ate this danger is not yet clear. In any event, every 
attempt should be made to limit the amount of blood 
or plasma transfused to the minimal amount needed to 
prevent or treat shock. 


INTRAUTERINE RETENTION OF DEAD FETUS 


A third cause of bleeding difficulties is the retention 
in utero of a dead fetus. In 1950, Weiner, Reid and 
Roby described three patients in whom fetal death 
occurred about the sixth month of pregnancy. Eight to 
eleven weeks later, when the patients delivered, there 
was severe uterine hemorrhage, and in two instances, 
generalized bleeding phenomena. Study of the maternal 
blood again demonstrated that hypofibrinogenemia was 
present. Since then, the presence of hypofibrinogenemia 
in association with the intrauterine retention of a dead 
fetus has been reported repeatedly, and indeed this 
appears to be a quite common disorder. For example, 
in one reported series, hypofibrinogenemia was ob- 
served in eight of 31 patients in whom fetal death 
occurred between the 12th and 36th weeks. The bleed- 
ing tendency may appear as early as three weeks after 
the apparent death of the fetus. There are as yet no 
data relating the development of hypofibrinogenemia 
to any particular cause of fetal death. 

In the first cases described, the hypofibrinogenemia 
was found initially at parturition. Among the 31 cases 
mentioned, this was true in three patients who had not 
been studied prior to the time of delivery. However, in 
one instance, hypofibrinogenemia was present for at 
least four and one-half weeks until supracervical hyste- 
rectomy was performed. In four other patients, serial 
studies after the death of the fetus revealed a gradual 
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decrease in the concentration of fibrinogen. Indeed, 
Hodgkinson and his associates have reported that the 
concentration of fibrinogen may return to normal even 
though the fetus remains undelivered. 

The pathogenesis of the hypofibrinogenemia associ- 
ated with intrauterine retention of a dead fetus is com- 
pletely obscure. No satisfactory evidence has accrued 
that the synthesis of fibrinogen is impaired or that 
there is destruction of fibrinogen by a fibrinolytic 
process. In general, the prognosis in these patients is 
excellent, although maternal deaths have been re- 
ported. 

When fetal death occurs, it is wise to instruct the 
patient to report any symptoms, however trivial, that 
may suggest the presence of a bleeding diathesis. 
Moreover, the concentration of fibrinogen in maternal 
plasma should be determined quantitatively at weekly 
intervals, starting at the earliest possible moment. 

If hypofibrinogenemia develops, the defect should be 
corrected by the intravenous administration of 4 Gm. 
of fibrinogen, repeated as often as necessary, and the 
uterus should be emptied promptly. This procedure 
will result in a prompt rise in the concentration of 
fibrinogen and cessation of any bleeding. If fibrinogen 
is not available, repeated blood transfusions will be 
needed to raise the concentration of fibrinogen in the 
plasma; the dangers of this procedure have already 
been alluded to. 

It is not yet clear whether it would be wise to empty 
the uterus prophylactically prior to the development 
of hypofibrinogenemia; obviously, each patient’s cir- 
cumstances must be carefully assessed before such 
interference is justified. 


CrIMINAL ABORTION 


A fourth, rarer cause of hypofibrinogenemia during 
pregnancy is criminal abortion. Three patients have 
now been described in whom fatal hypofibrinogenemia 
or afibrinogenemia has occurred subsequent to a trau- 
matic attempt to empty the uterus. In two of the 
patients, bacteremia due to an organism of the E. coli 
group was present. Therapy in such patients should 
doubtless include the injection of fibrinogen and the 
administration of antibiotics, but there is as yet no 
experience to serve as a guide to a more successful 
outcome. 


PRE-ECLAMPSIA AND ECLAMPSIA 


Pre-eclampsia and eclampsia are not ordinarily 
thought of as syndromes associated with clotting de- 
fects. However, it is well known that cutaneous hemor- 
thages are not unusual and that hemorrhage into the 
central nervous system is a frequent cause of death. In 
a recent study with Drs. Weisman, Pritchard and Vos- 
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burgh, it was surprising to find that hemostatic defects 
were present in 29 of 31 patients with eclampsia or 
severe pre-eclampsia. In 19 of 27 patients the clotting 
time of whole blood, measured in silicone-coated tubes, 
was prolonged. The thrombin time—that is, the clot- 
ting time of a mixture of the patient’s oxalated plasma 
and bovine thrombin—was abnormally long in 27 of 31 
cases. Thrombocytopenia, sometimes of great severity, 
was found in eight of 28 patients including seven 
patients with eclampsia. In a few of the patients, 
generalized bleeding manifestations such as epistaxis, 
cutaneous ecchymoses, petechiae and hematuria, were 
present. 

In addition to the hemostatic defects, it was of great 
interest that in 17 of 27 patients studied there were 
evidences of a hemolytic process. Three of these pa- 
tients had frank hemoglobinemia and hemoglobinuria 
as well as eclampsia and thrombocytopenia—a com- 
bination that was recognized as early as 1911 by 


Stahnke. 


Plasma Fibrinogen (mg./100 ml.) 


Figure 3. Concentration of fibrinogen in the plasma of a patient in 
whom fetal death occurred at about 25 weeks’ gestation. An injection 
of 3.5 Gm. of fibrinogen was given just before and during hysterot- 
omy. (Reprinted with permission from the New Eugland Journal of 
Medicine, 253: 97, 1955.) 
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The mechanisms responsible for the combination of 
hemostatic and hemolytic defects are again unknown, 
although it is well known that thrombocytopenia ac- 
companies hemolysis of many causes, and the long 
thrombin time is frequently associated with hepatic 
damage, a common concomitant of pre-eclampsia and 
eclampsia. These observations have not led to any 
therapeutic insights; treatment of two patients with 
eclampsia, hemolysis and thrombocytopenia with 
adrenocorticotropic hormone was followed by a fatal 
outcome. 

However, the frequency of the abnormalities de- 
scribed suggests that they may reflect mechanisms as 
basic to the disease as the classic symptoms of hyper- 
tension, albuminuria and edema. 


Circulating Anticoagulant 


Finally, mention should be made of an extraordinary 
and sinister syndrome that occurs with great rarity in 
the months after delivery, namely, the appearance of a 
so-called circulating anticoagulant. In this disorder, 
the patient suddenly or gradually develops symptoms 
suggestive of severe hemophilia, a disorder that is 
virtually unknown in females. 

Examination of the blood demonstrates that it con- 
tains an agent that is capable of destroying the anti- 
hemophilic factor. Therapy is most difficult, for the 
antihemophilic factor in any blood administered to the 
patient is rendered ineffective by the circulating anti- 
coagulant. 

These patients have repeated hemorrhages into the 
muscles, joints and soft tissues, and the disorder is 
associated with a high fatality rate. However, after a 
number of years the anticoagulant disappears as mys- 
teriously as it came. Treatment in these patients is 
limited to restoration of lost blood, the prevention of 
death from obstruction to the trachea by hemorrhage 
into the soft tissues of the neck, and adequate ortho- 
pedic care to prevent crippling deformities from 
hemarthroses. 


The experimental studies summarized in this report were per- 
formed in association with Drs. J. A. Pritchard, R. Weisman, Jr., 
G. J. Vosburgh, C. F. Lauster, and J. G. Sholl, Mr. M. O. Schill- 
ing and Miss J. E. Colopy. Human fibrinogen suitable for intra- 
venous injection was provided through the generosity of the American 
Red Cross and the Cutter Laboratories, Berkeley, Calif. 


The experimental work upon which this study is based was sup- 
ported in part by a research grant (No. H 1661C3) from the Nation- 
al Heart Institute of the National Institutes of Health, and in part by 
a grant from the Cleveland Area Heart Society. 


Bibliographies dealing with this subject will be found in the New 


ENGLAND JouRNAL oF MepiciNE, 253, 63-69, 97-102 (1955), and 
the Lancet, 1, 317-318 (1956). 
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Figure 1. Small area of consolidation due to actinomycosis in 
mid portion of left lung field. Symptoms were mild and non- 
specific. 


Figure 2. Same patient eight months later. The pneumonic 
infiltration has spread. Symptoms now included fever, 
malaise and chest discomfort. 


Figure 3. Same patient one month later. The actinomycosis 
has spread to the pleura, causing empyema. 
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Actinomycosis 


SOL KATZ, M.D. 
Associate Editor, GP 


AcTINOMYCOSIS is a chronic suppurative, granuloma- 
tous disease caused by Actinomyces bovis—an anaero- 
bic fungus. This parasite may be found in the mouth, 
especially around carious teeth, and in tonsillar crypts. 
It produces a disease of endogenous origin by extend- 
ing through mucous membranes. Thus, in the mouth 
the organisms cause cervicofacial actinomycosis by 
entering the mucous membranes of the mouth or 
pharynx, spreading by contiguity to involve the face 
and neck. Abdominal actinomycosis results when the 
Actinomyces are swallowed and traverse the mucous 
thembrane of the intestinal tract in the ileocecal region. 
Aspiration of the fungi from the mouth into the trache- 
obronchial tree marks the onset of pulmonary or 
thoracic actinomycosis. Bronchial occlusion caused by 
the aspirated material and the presence of bacteria 
distal to the obstruction promote the establishment of 
the actinomycotic pulmonary infection. Less fre- 
quently, involvement of the pleura and lungs results 
as a contiguous extension from abdominal or cervical 
actinomycosis. 

Regardless of location, the disease is chronic, often 
progressive and characterized by suppuration, abscess 
formation, spread by contact without regard for tissue 
planes, and multiple sinuses that discharge pus con- 
taining yellow nodules or flakes—‘‘sulfur granules.” 

About 15 per cent of the cases of actinomycosis are 
of the thoracic form. The pathogenesis suggests a sub- 
division into bronchitic, pneumonic, pleuropneumonic 
and pleurocutaneous varieties. The symptoms at the 
onset are nonspecific and similar to those that accom- 
pany any subacute or chronic pulmonary disease— 
mild fever, cough, expectoration and malaise. With 
the development of abscesses in the lung, the sputum 
becomes purulent and even blood-stained. At this 
Stage, there are manifestations of sepsis, including 
high fever, sweats, weight loss, anemia and debility. 
Severe chest pain may accompany pleural and chest 
wall involvement. Contiguous spread may involve the 
pericardium, mediastinum, vertebrae and sternum 
with symptoms related to these regions. It is not un- 
usual for the disease to be considered only with the 
appearance of chest wall abscesses and draining 
sinuses. 
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The roentgenographic findings in actinomycosis are 
variable and not diagnostic. Any portion of the lung 
fields may be involved, and the classical description of 
bilateral basal distribution should not be accepted as a 
diagnostic necessity. There is usually a fairly large 
area of consolidation with irregular margins and an 
accompanying pleuritis. Although initially homogene- 
ous, multiple areas of radiolucency appear, represent- 
ing abscess formation. Pleural reaction is common, 
manifested by thickening of the pleura and often 
empyema. The adjacent ribs are drawn together and 
often reveal marked irregular periosteal proliferation 
or destruction. Swelling of the soft tissues of the chest 
wall may be noted. Mediastinal invasion may be repre- 
sented by widening of the mediastinum. Hematogen- 
ous dissemination, with diffuse nodular densities, is 
unusual. Occasionally, there may be a parahilar form 
appearing as a dense irregular shadow extending from 
the hilum simulating bronchial carcinoma. 

Although admittedly the roentgen findings are not 
diagnostic, any large area of consolidation compatible 
with pneumonia, lung abscess or tuberculosis, with 
associated pleural changes, which remains essentially 
unchanged after several weeks, should suggest actino- 
mycosis. If there are also rib and chest wall changes the 
likelihood of this diagnosis increases. 

Prolonged use of fairly large doses of penicillin plus 
sulfonamides is the therapy of choice, although peni- 
cillin alone or in combination with broad-spectrum 
antibiotics is preferred by some. Surgical drainage and 
excisional therapy may also be required. 


Figure 4. Same patient two years later. In the interim, chest wall ab- 
scesses and empyema were drained, and antimicrobial therapy was 
used. There is periosteal proliferation in the posterior parts of the 
ribs. There is also residual pleural thickening. 
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Accurate evaluation of blood loss is difficult. 


Overestimation of loss is the rule. The mechanisms 


that commonly distort estimates include dilution 


(intrinsic or extrinsic), the method of collection, 


Evaluation of Blood Loss 


Florence, South Carolina 


How mucu blood was lost? Probably no task encoun- 
tered by the clinician exceeds in difficulty that of ac- 
curately evaluating blood loss as related and described 
by a patient. Estimation of the amount of blood lost in 
an episode of hematemesis, hemoptysis, epistaxis, 
bloody and tarry stools or vaginal bleeding is greatly 
exaggerated in most instances. This report deals with 
an analysis and graphic illustrations of the various 
factors that are responsible for this exaggerated re- 
sponse to blood loss. 

Among the factors that may contribute to the dis- 
torted estimation of the amount of blood lost are the 
following: 

1. Dilution of blood. 

a. Intrinsic (within the body, viz., gastric fluids, 

intestinal content, food, saliva). 

b. Extrinsic (outside of the body, viz., wash basin, 

toilet bowl, wet towel, wet wash cloth). 
2. Collection of blood. 

a. Frequency. 

1. Multiple (intermittent, spotty episodes of 
bleeding). 

2. Single (one episode of hematemesis, he- 
moptysis, epistaxis). 

b. Location and distribution (dry towel, hand- 

kerchief, clothing, table top, floor, street). 
3. Psychic influences (surprise, fear, shock). 
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and psychic influence. Thus, diluted blood spreads 

| out more generously on a cloth or on a hard surface. 
Even a teaspoonful of blood 

in a toilet bowl looks like a major hemorrhage— 

is enough to frighten some patients. 


Dilution of Blood 


Intrinsic Dilution. It is well established that dilution 
of blood after hemorrhage may occur in the body, 
particularly in the gastrointestinal tract. Primary con- 
sideration will therefore be directed to this organ 
system. Any amount of blood that passes into the 
gastrointestinal tract either primarily (intrinsic bleed- 
ing) or secondarily (swallowed blood) will be diluted 
and therefore difficult to estimate when lost. Evaluation 
of this problem requires the consideration of several 
factors: 

1. The physiologic presence of fluid such as gastric, 
biliary, intestinal and pancreatic secretions, actively 
participates in the dilution of any blood that may be 
present. The stomach, for example, in the resting state, 
may contain 60 to 150 cc. of secretions. 

2. Swallowing of naturally occurring fluids such as 
saliva, or abnormal material such as sputum or other 
secretions from the pharynx or respiratory system, all 
represent another source of dilution of blood. Also, 
blood originating in the nasopharynx, upper gastro- 
intestinal tract or the respiratory system may be sub- 
sequently swallowed, then vomited. 

3. Time relationship to meals is important in evaluat- 
ing dilution, since gastric juice may be profusely 
secreted in response to a meal. The type and quantity 
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of food and fluid ingested may dilute blood in the 
stomach or intestine prior to hematemesis. 

4. The rapidity of bleeding is important. Massive sud- 
den hemorrhage from a bleeding source in the stomach, 
in the duodenum or from esophageal varices may sud- 
denly fill the esophagus and stomach and be vomited 
abruptly before significant dilution has occurred. 
Prolonged oozing or intermittent bleeding from any 
source previously mentioned would be diluted more 
and may stimulate increased gastric secretion. 

5. The motility of the gastrointestinal tract significantly 
affects the diluting of blood regardless of the amount 
or rapidity of bleeding. Hypomotility may result in 
delayed emptying (or emesis) of the blood-filled 
stomach, thereby permitting greater dilution of its 
contents or later a concentrated tarry stool. Hyper- 
motility, however, may result in undiluted hematemesis 
or bloody diarrhea. Intestinal motility, therefore, is 
important regarding the production of melena or bloody 
diarrhea, since the time that blood remains in the 
gastrointestinal tract determines in part the production 
of tarry stools. 

6. Location of the bleeding may greatly influence blood 
dilution. The greatest dilution probably occurs in the 
stomach and small intestine. Blood originating in the 
large intestine will be diluted toa lesser extent by the 
intestinal contents and mucus. Time is an important 
factor since reabsorption of fluids occurs, and appar- 
ently a lesser amount of blood is passed. 

Bleeding in the bladder is usually diluted with urine, 
and rarely is this blood loss large enough to be an 
acute hemorrhagic emergency. 

Uterine or vaginal bleeding not associated with preg- 
nancy is usually not diluted to any appreciable extent. 

Bleeding from the nose or the pulmonary systems not 
significantly diluted unless this blood is swallowed and 
diluted in the stomach. 

Extrinsic Dilution. Patients frequently report to the 
physician their observation of blood in a toilet bowl, 
wash basin, wet handkerchief or wet towel. The obvious 
dilution of this blood constitutes a significant problem 
for evaluation. 

Measured amounts of blood were added to a water- 
filled toilet bowl in an attempt to determine if by 
simple observation of color change the quantity of 
diluted blood could be accurately estimated. 

A teaspoonful of undiluted blood poured into a toilet 
bowl reddens the entire content of the bowl. A table- 
spoonful will produce a darker red color; however, 
differentiation between the two diluted quantities is 
barely discernible unless seen together or in rapid 
succession. Increments of one to three ounces of blood 
cause a much darker red color, and beyond this point 
quantitative differentiation is extremely difficult. 
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Emphasis should be placed on the fact that even a 
single teaspoonful of blood will redden the contents of 
a toilet bowl and easily frighten and mislead a patient. 
Therefore, the physician should always try personally 
to observe any collection of blood. 


Collection of Blood 
Frequency. Blood may be lost from the body in either 


a single episode or more often as multiple repeated 
hemorrhages. It is easier to estimate the amount of 
blood lost in a single episode of hemorrhage (hemop- 
tysis, hematemesis, or epistaxis) than if bleeding had 
occurred repeatedly or on a single occasion in an in- 
termittent manner. Every effort should be made to 


Figure 1. Bath towel onto which was poured 3 oz. of whole blood 
(left) and a 3 oz. of 1:3 dilution of blood with water (right). Note 
the wider area of diffusion of the diluted specimen giving the appear- 
ance of a greater quantity of blood absorbed. 


Figure 2. The specimen on the left represents 3 oz. of whole blood and 
on the right 3 oz. of 1:3 dilution of blood with water; both were 
poured onto a hard-surfaced floor. Note the greater area of dispersion 
of the diluted specimen. 
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Figure 3a. One teaspoonful of undiluted blood poured on a clean 


handkerchief. 


Figure 4. One tablespoonful of undiluted blood poured on a hand- 
herchief. 


observe specimens or obtain a detailed, factual account 
from the patient. 

Location and Distribution. Detailed information re- 
garding the place in which the bleeding occurred and 
the article on which it was collected may be helpful in 
estimating the amount of blood lost. The sudden expul- 
sion of blood onto a smooth hard-surfaced floor, for 
example, would give the appearance of a much greater 
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Figure 3b. Same handkerchief as seen in Figure 3a, crumpled and 


squeezed tightly. Note the wider area of dispersion of blood. 


Figure 5. One ounce of undiluted blood poured onto four crumpled 
handkerchiefs. 


volume of blood lost than if the same amount were col- 
lected on the absorbent surface of a carpet, bed sheet 
or towel. When blood is scattered on many surfaces, 
such as the patient’s clothes, furniture and floor, ac- 
curate estimation of the total amount lost is extremely 
difficult. Hematemesis occurring while the patient is en 
route to the bathroom is most likely to present such a 
problem. 
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Psychic Influence 


Psychic influence is a prominent factor in the over- 
estimation of the amount of blood lost by the patient. 
It takes little imagination to visualize the surprise, fear 
and shock that may accompany sudden hemorrhage. 

Shock in these patients may be caused by psychic 
trauma (sight of blood), massive blood loss or vagal 
stimulation (such as produced by vomiting). Irrespec- 
tive of shock, however, many patients are frightened by 
the sight of blood. This particularly applies to episodes 
of bloody stools and hematemesis, the latter being the 
more dramatic and alarming. There usually results a 
distorted or exaggerated account of the episode by the 
patient, family or friends. 

In evaluating the true amount of blood lost, the 
physician must take into account the emotional status 
of both the patient and those assisting him in describing 
his hemorrhage. The patient’s natural tendency to 
exaggerate the amount of blood lost must be antici- 
pated. 


Discussion 


The accurate estimation of blood loss is generally 
difficult. Confronted with the factors of dilution, various 
methods of collection and an emotionally unnerved 
patient, the physician is left with relatively little to 
assist him in a proper evaluation of the situation. 
There are several methods whereby, in given in- 
stances, an estimation of the quantity of blood lost can 
be made more accurately. The immediate response of 
the physician to a report of sudden loss of blood should 
be toward preservation of the specimen regardless of its 
disposition. It should be remembered that bleeding 
from the gastrointestinal tract is more often than not 
diluted to some extent. Diluted blood by greater dif- 
fusion through the article on which it is collected gives 
the impression of a great quantity of blood absorbed 


Figure 6. One teaspoonful of undiluted blood absorbed by three con- 
ventional paper tissues. 


(Figure 1). Diluted blood spilled onto a hard floor or 
table top will disperse over a wider area than will un- 
diluted blood (Figure 2). 

Blood on the floor, street or table top should be 
collected in one or more bath towels so that a rough 
rule of measure can be established. Similar standards of 
collection can be made for smaller and larger quantities 
of blood (Figures 3a, 3b, 4, 5 and 6). 

Frequently the physician is presented with several 
blood-stained handkerchiefs or perhaps paper tissues 
(e.g., Kleenex), representing bleeding froma laceration, 
a bout of epistaxis or perhaps hemoptysis. Patients 
should be urged not to dispose of a collected blood 
specimen until it has been seen by the physician, re- 
gardless of where or how the collection was made. 


Return to Life 


Wun environmental factors are overlooked or permitted 
to deteriorate, the patient becomes insecure. Every doctor 
is familiar with the patient who dares not leave the security 
of the hospital and face reality of the world outside. It is 
only when this patient is supplied with help from the com- 
munity, a trusted physician, and loyal friends and relatives 
that he is willing to make the move. Otherwise, it is well 
known, he finds innumerable reasons for delaying his de- 
parture or he harrasses his physician with constant anxie- 
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ties. He makes demands upon his family that, fond as they 
are, they cannot meet. 

Therefore, invalidism or abnormal dependency should 
be treated at its source by anticipating the patient’s large 
needs for dependence as a usual characteristic of the illness 
and supplying the supports that he craves, while at the 
same time finding and fostering new strengths within him, 
which must eventually bear his entire weight. Preparation 
for the return to the combat of life might be planned some- 
what along the lines of General Patton’s precept: “Train- 
ing should be so vigorous that combat seems easy.”— 
Rosert P. Smirn, m.p., JAMA, 161:836, 1956. 
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A cancer of the cecum, by blocking the lumen 
of the appendix or its vascular supply, may cause acute appendicitis. 
For that reason, whenever an appendectomy is performed 

of an appendiceal abscess drained, the surgeon should examine 
the cecum for signs of cancer. The thought of this association 

of diseases would be reinforced by other findings, 

including a mass in the right lower quadrant, 

fecal fistula, draining sinus, anemia or abnormality 

of the cecum on x-ray study. 


Acute Appendicitis Secondary to Carcinoma of the Cecum 


EDWARD T. GARY, M.D. AND WOLFGANG H. MARKGRAF, M.D. 
Coral Gables, Florida 


SoME CaSEs of carcinoma of the cecum begin as acute _— Figure 1. Cancer of the cecum may cause appendicitis by blocking 
appendicitis. Too frequently, in the reported cases, the lumen of the appendix or its vascular supply. 

the discovery of the carcinoma is made only some 
months after a primary appendectomy. The importance 
of recognizing this clinical association is that a resec- 
tion of the terminal ileum and right side of the colon 
and their mesenteries must be performed, if there is to 
be any attempt at cure of the cancer. 

When one reviews the medical writings about this 
association of diseases, the impression is obtained that 
it must be rare. Comparatively few cases have been 
reported. Nevertheless, that may be a false impression. 
It seems significant, for example, that Burt, in 1949, 
reported four cases from his personal experience. Also, 
Ransom, in reviewing the subject of carcinoma of the 
right side of the colon, noted that an appendectomy 
often had been done as a prelude to recognition (at a 
future date) of cancer of the colon. These facts seem 
to imply that surgeons are not alert to the possibility 
that what seems to be straightforward appendicitis is 
indeed appendicitis caused by cancer of the colon. 

Collins found obstruction of the lumen of the ap- 
pendix to be the etiologic factor in 50 per cent of 
3,400 cases of acute appendicitis. In the clinical condi- 
tion under consideration, it is believed that obstruc- 
tion of the lumen of the appendix or the lumina of the 


100 GP Volume XV, Number | 


lyn 
/ int 

d sp 

pe 
wae J t10 
re 
( du 
Tl 
th 
be 
su 
qu 
se 
an 
Fig 
dis 
br 
pe 


lymphatics or the blood vessels by carcinoma cells may 
produce acute appendicitis (Figures 1 and 2). Erosion 
of the surface of the carcinoma and bacterial extension 
into the cecum and appendix is another possibility 
mentioned in a report by McLaughlin. 


Diagnosis at Appendectomy 


The operating surgeon should examine the cecum 
in every appendectomy, even though he is reluctant to 
spread contamination from a localized abscess or a 
perforated appendix. Cecotomy for visualization, palpa- 
tion and biopsy may be valuable. A necessary pre- 
requisite for the thorough examination of the cecum 
during appendectomy is an incision of adequate size. 
The “keyhole” incision is to be condemned. 

If inflammatory induration of the cecum is so marked 
that neoplasm cannot be ruled out, the patient should 
be examined with barium enema some weeks after 
surgery in order definitely to exclude carcinoma. If any 
question remains, a “second look” may be a more con- 
servative approach than continued waiting. 

The persistence of a draining sinus, fecal fistula, 
anemia or a right lower quadrant mass following 
appendectomy are other warning signals to look for a 


Figure 2. Occasionally, when cancer obstructs the colon at a point 
distant from the appendix and the ileocecal valve is intact, the case 
presents as appendicitis, developing presumably because the ap- 
pendix becomes inflamed when it cannot empty itself readily. 
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carcinoma of the cecum. For example, the young man 
(34 years old) whose barium enema study is reproduced 
in Figure 3, had undergone a laparotomy six months 
previously at another hospital for drainage of a retro- 
cecal abscess. Subsequently, fecal fistulas had de- 
veloped, and there had been progressive loss of weight. 
For these reasons he was admitted to the Coral Gables 
VA Hospital. When a barium enema disclosed a filling 
defect of the cecum, an abdominal exploration was 
done. Carcinoma of the cecum was discovered, and the 
operation included right hemicolectomy and anasto- 
mosis of the ileum with the transverse colon. The ap- 
pendix was never identified. Presumably it had de- 
generated and sloughed away after leading to the de- 
velopment of the original retrocecal abscess. 

In sum, the thought of cancer of the cecum should 
be brought to mind in every case of acute appendici- 
tis. Features that should reinforce that thought in- 
clude palpation of a right-lower-quadrant mass, thick- 
ening or irregularity of the cecum (at operation), 
draining sinus or fecal fistula after appendectomy, and 
abnormal findings on x-ray examination of the colon. 


A bibliography accompanying this article is available upon 
request from the Editorial office of GP. 


Figure 3. An irregular filling defect is seen in the cecum at the 
time of this examination, which was performed six months after 
the patient had been treated for retrocecal abscess secondary to ap- 
pendicitis. 
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Each year, members of a different 
well-known medical faculty prepare articles 
for this regular GP department. 

This is the seventh of twelve 

from Baylor University. 


Practical Therapeutics 


Current Concepts of Antimicrobial Therapy 


ELLARD M. YOW, M.D. 


Department of Medicine 


Baylor University College of Medicine and Ben Taub Infectious Disease Laboratory 


Houston, Texas 


AS ONE MIGHT ANTICIPATE, the second decade of anti- 
biotic therapy has seen the introduction of fewer anti- 
bacterial agents offering advantages over those already 
inuse. This has occurred without the solution of many 
of the problems of therapy in the field of infectious 
diseases, but it has nevertheless provided the oppor- 
tunity for investigators in the field to evaluate the re- 
sults of laboratory and clinical experiments. Conse- 
@uently, the place of chemotherapy in the management 
Of infectious processes is being more clearly defined. 
More carefully controlled clinical experience is adding 
bits of information clarifying the relative merits of indi- 
Mdual antimicrobial agents. Time has provided an 
linderstanding of the frequency and severity of the 
Undesirable side effects of the drugs contributing to 
the brightest era in therapeutic medicine. 

It is not the purpose of this paper to review the indi- 
Vidual antimicrobial agents used clinically today, but to 
discuss reasonably well-established concepts of their 
use that are of immediate concern to the practicing 
physician. 


Sulfonamides 


Recent experience has demonstrated that certain 
sulfonamide preparations can be administered safely in 
a great variety of situations without the need for close 
Observation of the patient and without frequent labora- 
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tory tests. The sulfonamide combinations and the 
soluble sulfonamides may be given in large doses with 
as little danger as the commonly used antibiotics. The 
triple sulfonamides and sulfisoxazole (Gantrisin) have 
largely replaced sulfadiazine in clinical practice. Sul- 
fadiazine still has advantages in the treatment of men- 
ingitis, however, because of its greater penetration 
across the meningeal membranes, and as a prophylac- 
tic agent against streptococcal infections, because of 
its relatively slow absorption and excretion. 

When sulfadiazine is used in the treatment of menin- 
gococcal meningitis, the patient is usually hospitalized 
and appropriate measures to guard against the precipi- 
tation of crystals in the renal tubules can be carried 
out. When it is used prophylactically, the dose is so 
small (1 to 2 Gm. daily) that the chance of toxic reac- 
tions is negligible. 

Recent reports suggest that while the sulfonamides 
are effective in preventing hemolytic streptococcal infec- 
tions in the great majority of patients, these agents 
cannot be relied upon to eradicate streptococci once 
they have invaded the tissues, and consequently may 
not prevent the serious nonsuppurative complications 
of group A hemolytic streptococcal infections—rheu- 
matic fever and glomerulonephritis. On the other 
hand, there is reasonable evidence that penicillin, ery- 
thromycin, chloramphenicol, and the tetracyclines will 
prevent these complications in 94 to 98 per cent of pa- 
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THE MANAGEMENT OF ANAPHYLACTOID 
REACTIONS TO PENICILLIN 


1. Immediate intravenous injection of 10 cc. of 1: 10,000 concentration of 
epinephrine. Repeat as necessary. 


2. Maintenance of normal blood pressure with levarterenol (Levophed)— 
one or more ampuls (4 cc. of 0.2 per cent solution) added to 500 cc. of 
5 per cent dextrose in water given by intravenous drip. 


3. In severe cases, hydrocortisone, 100 mg. every 8 hours by intravenous 
drip. 


4. Oxygen therapy if pulmonary edema develops. 


INDICATIONS FOR THE ADMINISTRATION 
OF RAPIDLY ABSORBED, SOLUBLE FORMS 
OF PENICILLIN 


1. Seriously ill patients requiring rapid antibacterial effect of penicillin. 


2. The treatment of infections due to bacteria relatively resistant to peni- 
cillin, such as those due to staphylococci, nonhemolytic streptococci, 
and some of the gram-negative bacilli. 


3. The treatment of infections in areas of the body in which anatomic 
blocks prevent free diffusion of penicillin, such as meningitis, endo- 
carditis and walled-off abscesses. 


THE ADMINISTRATION OF STREPTOMYCIN 


1. Always use with another suppressive agent—never alone. 


2. Doses as large as 3 to 6 Gm. daily should be administered for short 
periods to seriously ill patients in whom streptomycin is indicated. 


3. Dihydrostreptomycin should not be used routinely because of its damag- 
ing effect on the acoustic nerve. 


- tients, if effective blood levels are maintained {or a 


period of ten days. 


Penicillin remains the most widely used antibiotic 
today. The increasing occurrence of anaphylactic reac- 
tions associated with its use is a justifiable cause for 
concern. Considering the number of patients receiving 
penicillin, the actual incidence must be quite low, but 
it has been estimated that there have been from 100 to 
200 anaphylactoid reactions yearly, of which approxi- 
mately 30 per cent have been fatal. 

Anaphylactic reactions have been most often (but 
not always) observed in individuals previously exhibit- 
ing allergic reaction to penicillin and usually occur 
within 30 minutes after the injection or ingestion of 
the antibiotic. Immediate therapy in the form of 1 cc. 
of epinephrine diluted with 5 cc. of saline given intra- 
venously is usually lifesaving. Additional measures, 
such as the use of arterenol (Levophed) to maintain 
blood pressure, and steroids to prevent relapse, may be 
necessary (Table 1). 

Convenient dosage forms of penicillin have made 
frequent intramuscular injections rarely indicated. It 
should be remembered, however, that in seriously ill 
patients, in infections due to relatively resistant organ- 
isms, and when anatomic barriers interfere with bacte- 
rial contact, large doses of the soluble forms should be 
given parenterally (Table 2). 


Streptomycin 


Streptomycin remains as one of the most valuable of 
the antibiotics available because of its rapid bactericidal 
action against many gram-negative and gram-positive 
organisms resistant to other antibiotics. The develop- 
ment of acquired bacterial resistance occurs most 
rapidly and most frequently to this antibiotic. Conse- 
quently, it is unfortunate that this antibiotic has been 
exploited commercially and used so indiscriminately 
by physicians in fixed combinations with penicillin. 
Many believe that streptomycin should never be used 
prophylactically. On the other hand, this problem of 
acquired resistance of bacteria to streptomycin can be 
minimized by the simultaneous administration of anoth- 
er antimicrobial agent effective against the causative 
organism. Thus the general recommendation that when 
streptomycin is used, another suppressive agent should 
also be administered (Table 3). 

It has now been established that damage to the 
acoustic division of the eighth cranial nerve is most 
often seen in association with dihydrostreptomycin as 
compared to the toxic effect of streptomycin on the 
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vestibular division. Since patients are able to compen- 
sate for loss of vestibular function much more readily 
than for loss of hearing, streptomycin is the preferred THE TREATMENT OF SERIOUS 3 
antiboitic in acute infectious diseases. Occasionally, 
however, a patient may exhibit evidence of hypersensi- 
tivity to streptomycin and may tolerate dihydrostrepto- 
mycin. 


STAPHYLOCOCCAL INFECTIONS 


1. Obtain in vitro sensitivity tests. 


2. Employ large doses of the combination of penicillin, bacitracin and 


Chioram phenicol (Chloromyc etin) erythromycin or chloramphenicol until results of sensitivity tests ore 


known. 
The exaggerated reports of the toxic effect of chlor- Penicillin 1,000,000 units every 2 hours I.M. 
amphenicol on the bone marrow in both the lay press Bacitracin 20,000 units every 6 to 8 hours IM. 
and the medical journals, greatly decreased the fre- Erythromycin 500 mg. I.V. every 8 hours. 


quency with which this antibiotic was used in this 
country. The accumulated evidence suggests that this 
isan extremely rare complication and that it probably 
occurs with all of the antibiotics. Possibly as a result of 
this limiting effect on its indiscriminate use, chlor- 
amphenicol is one of the most valuable agents against 
staphylococcal infections and infections due to organ- 
isms resistant to other antibiotics. Now, four years 
later, the amount of the drug used is almost equal to 
the “pre-scare”’ level. 


The Tetracycline Group 


The antibiotics of this group include chlortetra- 
cycline (Aureomycin), oxytetracycline (Terramycin), 
and tetracycline (Achromycin, Tetracyn, Panmycin, 
Steclin, Polycycline). There is close correlation of sen- 
sitivity between strains of bacteria naturally resistant 
and naturally sensitive to members of this group. Thus 
ifany infection fails to respond to one it is not likely 
to respond to another. 

If the sensitivity of the causative organism in an 
individual case is not known and if one must change 
from one of the tetracyclines because of failure of 
response, it is generally preferable to change to an 
antibiotic not in the tetracycline group. There are 
exceptions to this however, mainly in the case of 
acquired resistance of an organism to one of the tetra- 
cyclines during a previous course of therapy. There 
are no other particular advantages of one tetracycline 
over another, except that the newer preparations are 
generally better tolerated. 

Because of the extremely broad spectra of the tetra- 
cyclines, there has been a tendency to use these anti- 
biotics indiscriminately in infections of unknown etiol- 
ogy. This occasionally results in the superimposition 
of infections during therapy due to such notoriously 
resistant organisms as the staphylococcus, proteus, 
pseudomonas and monilia. 

One problem in administering the tetracyclines is 
that the largest doses of the intramuscular preparations 
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Chloramphenicol 500 mg. I.V. every 8 hours. 


Table 4. 


thus far available produce blood levels often inadequate 
to control infections due to organisms other than those 
most sensitive to their effect. The intravenous adminis- 
tration of 500 mg. on the other hand produces quite 
high blood levels which may persist for six to ten hours. 


Erythromycin, Novobiocin and Related Compounds 


Much of the effort in the antibiotic field in recent 
years has been directed toward the development of 
antibiotics for use in patients exhibiting hypersensitivity 
to penicillin and for use against penicillin-resistant 
staphylococci. Of these, erythromycin (Ilotycin, Ery- 
throcin) has been most widely used. Allergic reactions 
to erythromycin have been extremely rare, and virtually 
all strains of staphylococci isolated from patients con- 
tracting infections outside of hospitals have been sensi- 
tive to erythromycin. The increased incidence of anti- 
biotic-resistant staphylococci collected from hospital 
personnel and from hospital-acquired infections has 
also been observed where erythromycin has been used 
(Table 4). 

Other antibiotics active against the staphylococci and 
other gram-positive organisms and gram-negative cocci 
are being tried clinically. Of these oleandomycin, car- 
bomycin (Magnamycin), and spiramycin, have ex- 
hibited no advantage over erythromycin since cross 
resistance often occurs between these antibiotics and 
erythromycin. Clinical trials with carbomycin have 
generally been discouraging, probably due to the very 
low blood and tissue levels attained. 

The most promising new antibiotic of this group is 
novobiocin, developed independently in the Upjohn 
Research Laboratories (Albamycin) and by Merck & 
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LOCAL ANTIBIOTIC THERAPY 
OF MIXED SURGICAL INFECTIONS 


Wet dressings or irrigations with solution of: 
Polymyxin B 


TREATMENT OF ACTINOMYCOSIS 


1. Combined penicillin and sulfonamide therapy until cultures are nega- 
tive for two weeks and clinical improvement satisfactory. 


@.in abdominal and pulmonary forms, soluble forms of penicillin in 
large doses. 


b. In cutaneous and subcutaneous forms, procaine penicillin. 


2. Continue sulfonamide for one to two months after penicillin has been 
discontinued. 


Table 6. 


Co. (Cathomycin). There is no cross resistance with 
other antibiotics, and it appears thus far that a high 
percentage of strains of staphylococci are sensitive to 
its action. 

Novobiocin offers another advantage in that follow- 
ing the administration of doses in the range of 20 
mg. per kg. per day, quite high blood levels are at- 
tained. Consequently, many relatively resistant gram- 
negative bacilli may be inhibited by its action. This 
has been of particular interest since some infections 
due to proteus and aerobacter have responded to novo- 
biocin therapy. 

Earlier experience with novobiocin suggested that 
skin rashes occurred fairly frequently in association 
with its administration. This rash was maculopapular 
in type and was sometimes associated with fever. It 
usually disappeared promptly when the antibiotic was 
discontinued. Recent studies in which doses in the 
range of 1 Gm. daily were given, indicate that rashes 
rarely occur. 
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Bacitracin, Polymyxin and Neomycin 


These three antibiotics have been grouped together 
because they are frequently used singly or in combina- 
tion locally but are less often used systemically (‘Table 
5). Accumulated experience now further demonstrates 
that any one of them can be administered systemically 
when it is specifically indicated in infections due to 
sensitive organisms. 

The range between the therapeutic dose and the 
toxic dose is narrower with these antibiotics than with 
the others commonly used. Consequently they should 
not be used indiscriminately, and patients should be 
followed closely during their administration. The toxic 
manifestations are almost always reversible when they 
occur, with the exception of the deafness associated 
with prolonged neomycin administration. Fear of severe 
toxic reactions has undoubtedly discouraged the physi- 
cian from using these antibiotics except as a last resort 
when earlier treatment may have been lifesaving. 


Antifungal Agents 


The sulfonamides as well as almost all of the anti- 
biotics are effective in actinomycosis. Most failures in 
treatment are due to insufficient duration of therapy (it 
should be a minimum of a month), or severe infections 
involving the central nervous system or peritoneal cay- 
ity (Table 6). The iodides are promptly effective in 
sporotrichosis except when the central nervous system 
is involved. Blastomycosis usually responds to 2-hy- 
droxy stilbamidine. Stilbamidine has also had a sup- 
pressive effect in some cases of disseminated cocci- 
dioidomycosis. 

Monilial infections have frequently been troublesome 
and sometimes fatal complications of antibiotic ther- 
apy. Many agents have aided in the management of 
local monilial infections, but systemic infections remain 
a therapeutic problem. Mycostatin (Nystatin) has re- 
ceived extremely widespread clinical trial alone and in 
combinations with tetracycline for prevention and 
treatment of infections due to Candida albicans. In 
Houston, experience with this antibiotic administered 
orally has been quite discouraging in that patients 
have been observed to develop severe thrush and fatal 
dissemination of monilia after mycostatin therapy had 
been instituted. The possibility of parenteral adminis- 
tration is being investigated. 


Tuberculosis 


Most forms of tuberculosis can now be effectively 
controlled by combination of antimicrobial therapy and 
modifications of previous forms of therapy, including 
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bed rest, surgical resection and occasionally collapse 
therapy. The most potent antituberculosis drugs avail- 
able are streptomycin and isoniazid. Streptomycin 
should not be given alone, but in combination with 
isoniazid, para-aminosalicylic acid, or occasionally 
viomycin (Tables 7 and 8). 

Because of the relatively small dose of streptomycin 
administered in the usual case of tuberculosis (1 Gm. 
twice weekly), vestibular damage is rarely a serious 
problem. Occasional patients may exhibit evidence of 
allergy to streptomycin, in which case the patient may 
be desensitized by beginning with a very small dose 
and gradually increasing it, or dihydrostreptomycin 
may be used. 

The average dose of isoniazid is 3 to 5 mg. per kg. 
per day. Occasionally undesirable side effects are ob- 
served with the administration of this agent, including 
peripheral neuritis, positional hypotension, and more 
rarely, convulsions and psychotic episodes. The ad- 
ministration of 300 mg. of pyridoxine daily is helpful 
in controlling the peripheral neuritis. The tubercle 
bacillus develops resistance to isoniazid in two to four 
months when it is used alone. 

Para-aminosalicylic acid is used primarily as a 
suppressive agent in combination with streptomycin or 
INH as a means of preventing the development of 
resistant strains of mycobacteria. From 12 to 16 grams 
of the drug is administered daily. 

The recommended period of antimicrobial therapy 
for the usual form of tuberculosis is one year. In miliary 
tuberculosis and tuberculous meningitis, large doses 
of antimicrobial agents should be used and therapy 
should be continued for at least 18 months. 


Steroid Therapy 


Although there has been a great deal of interest 
experimentally and clinically in the use of the corti- 
coids in the treatment of infectious diseases, precise 
indications and principles of their use are still not 
clearly outlined. The theoretical indication that seems 
most logical is in those infections in which there is an 
associated adrenal insufficiency. However, there is little 
evidence that acute infections often produce acute 
functional adrenal insufficiency. There seems little 
doubt that this actually occurs, but recent reports of 
patients dying of the clinical picture of fulminating 
meningococcemia (Waterhouse-Friderichsen syn- 
drome) reveal that there is rarely histologic or bio- 
chemical evidence of adrenal cortical insufficiency. 
There is, however, suggestive clinical evidence that in 
patients with overwhelming bacterial infections and 
associated shock, corticoid administration exerts a favor- 


able effect. 
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THE ANTIMICROBIAL THERAPY OF TUBERCULOSIS 


OTHER THAN MILIARY OR MENINGEAL 


Streptomycin, 1 Gm. twice weekly 
plus 


isoniazid, 3 to 5 mg. per kg. per day 
or 


licylic acid, 10 to 16 Gm. daily. 


ANTIMICROBIAL THERAPY OF MILIARY 


OR MENINGEAL FORMS OF TUBERCULOSIS 


Streptomycin 
doses. 


3 to 5 mg. per kg. per day. 
In more serious cases add: 


60 to 80 mg. daily, gradually reducing to 10 to 20 mg. 


daily. 


1.0 Gm. three times daily until afebrile, then smaller 


The most striking clinical effects of the administra- 
tion of corticoids has been due to their suppression of 
reactions of tissue hypersensitivity and the closely re- 
lated inflammatory response to infectious agents. The 
use of these compounds in the treatment of asthma, 
drug reactions, dermatitis, acute rheumatic fever, and 
the collagen group of diseases has now been extensive 
and in properly selected cases has been extremely grati- 
fying. Steroids have exerted a favorable influence on the 
course of diseases such as encephalitis, meningitis, 
mumps orchitis or similar conditions in which inflam- 
matory swelling occurs in anatomically limited areas, 
producing pressure on cells and interfering with func- 
tion immediately, or ultimately leading to cellular 
atrophy. In glandular structures or in organs having 
systems of ducts in which the inflammatory reaction 
may block the normal paths of drainage of infected 
material, the reduction of the inflammatory swelling 
may be a valuable adjunct to antimicrobial therapy. 
Steroids may thus be of help in selected cases of 
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i 
Pora-ominos 
Table 7. ; 
Prednisone 
Table 8. 


parotitis, pulmonary infections with bronchiolar ob- 
struction, and possibly in severe hepatitis and pye- 
lonephritis 

Since this reaction of tissue hypersensitivity is one 


of the most valuable mechanisms in the localization of - 


infections, the use of steroids may interfere with the 
protective device and allow the spread of the infectious 
process locally or its dissemination by way of the blood 
stream. Consequently, it is hazardous to use steroid in 
infections of unknown etiology or in the case of infec- 
tions due to organisms known to be resistant to avail- 
able antimicrobial agents or having become resistant 
to their suppressive effect. 

The question has naturally arisen regarding the use 
of steroids in diseases of viral etiology. Controlled 
experience in this regard has been quite limited and 
results are inconclusive. Cases have been observed, 
however, in which steroid therapy appears to have 
been lifesaving in severe cases of viral hepatitis, chicken- 
pox pneumonia, measles pneumonia and encephalitis, 
and in other viral forms of meningo-encephalitis. 
There has been no evidence of further spread of the 
disease after therapy was instituted. 

On the other hand, an epidemic of chickenpox was 
observed in a group of children receiving cortisone 
over long periods of time for rheumatic fever. The ill- 
ness was more severe and the mortality rate higher in 
these patients, suggesting an interference with host 
immune mechanisms. This scanty evidence would seem 
to indicate that if steroid therapy is instituted after the 
clinical symptoms of a viral infection appear, sufficient 
specific antibodies are produced to prevent spread of 


the infection, but if the disease develops afte: the 
patient is given steroids, the development of specific 
immunity may be retarded. 


Vasopressor Agents 


There has been increasing interest in recent months 
in the problem of bacteremic shock. Circulatory collapse 
occurs not only in such infections as meningococcemia 
and typhoid fever, but in association with bacteremia 
due toother gram-negativeand gram-positive organisms. 

The precise cause of this shock is not entirely under- 
stood, but the use of whole blood, plasma or plasma 
expanders is usually of little value in its management. 
The effects of steroids has been inconsistent. The most 
effective method of control has been the use of vaso- 
pressors such as levarterenol (Levophed), methoxamine 
(Vasoxyl) and metaraminal (Aramine). These should 
be administered as soon as possible after the shock 
develops, before prolonged renal ischemia has occurred, 
and continuously as long as necessary to maintain an 
effective pulse pressure. 

Levarterenol is likely to produce cutaneous gangrene 
if it is allowed to infiltrate subcutaneously or if it is 
administered by means of a surgical cut-down in a 
small vein. It is preferable to give the drug by intra- 
venous drip utilizing a needle puncture of larger veins 
of the extremities or by a polyethylene catheter in- 
serted well into a large vein. It is so obvious that in the 
enthusiasm to begin vasopressor agents and hormones, 


intense and specific antimicrobial therapy should not 
be overlooked. 


Induced Hypotension 


INDUCED HYPOTENSION has been utilized in 295 major crani- 
otomies at the New York Hospital. The surgical diagnoses 
were grouped in eight categories. For each of these cate- 
gories an equal number of similar cases was collected from 
the operative list during the several years antedating the 
use of induced hypotension. These two series were com- 
pared. It was found that induced hypotension did not de- 
crease operating time. Blood replacement in the series in 
which hypotension was used was in general 500 cc. less 
than in the control series, though an equal percentage of 
patients in both series required 2,000 cc. or more of whole 
blood, demonstrating that induced hypotension is no 
guarantee against an occasional instance of major loss of 
blood. Duration of postoperative hospital stay, morbidity, 
and mortality were essentially the same in the two series, 
although the experience in the series in which hypotension 
was used was slightly more favorable. In this series an 
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ausculatory blood pressure below 60 mm. Hg was associ- 
ated with a higher incidence of morbidity and mortality 
than when the blood pressure was maintained above that 
level. However, mere prolongation of hypotension at levels 
of 70 to 100 mm. Hg did not increase morbidity and mor- 
tality. 

The main advantages of induced hypotension are (I) 
facilitation of the operative procedure by decreasing bleed- 
ing from small vessels and (2) ready availability of brief 
profound hypotension to assist in the control of massive 
bleeding. However, profound hypotension may produce 
cerebral damage due to stagnant anoxia. Should massive 
bleeding be anticipated, hypothermia may be a preferable 
adjunct. It is advisable to maintain a spontaneous respira- 
tory pattern in the patient under ether anesthesia in whom 
hypotension has been induced with trimethaphan (Arfonad) 
camphorsulfonate.—VALENTINO Mazzia, M.D., Bronson S. 
Ray, M.D. and Josepn F. Artusio Jr., M.v., JAMA, 161: 
1240, 1956. 
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Diagnosis of Pernicious Anemia 


Ever siINcE CasTLE propounded his famous theory, 
pernicious anemia has been regarded as a deficiency 
disease resulting from a failure to absorb an “extrinsic 
factor” present in food. That “extrinsic factor” has 
now been identified as vitamin By. The absorptive de- 
fect has been ascribed to the absence of an “intrinsic 
factor” produced in the stomach. 

Two factors—isolation of vitamin By, and availability 
of radioisotope techniques—have afforded new meth- 
ods for the diagnosis of pernicious anemia. These are 
especially useful in the patient who is in a remission 
—a situation that heretofore made the diagnosis of 
pernicious anemia quite difficult. The new methods 
can also be used to speed the diagnosis in patients 
having pernicious anemia in relapse. Thus, a diagnosis 
can be quickly established without having to wait for a 
clinical trial of therapeutic effects. 

Pollycove and Apt describe the radioisotope meth- 
ods that can be used for diagnosis of pernicious 


anemia by measuring the absorption of cobalt 60 labeled 
vitamin By. In their opinion, the simplest and most 
efficient technique is that in which the amount of ab- 
sorbed vitamin By, is measured by performing counts 
with a scintillation counter over the liver. The con- 
trast in hepatic counting rates in normal subjects and 
in pernicious anemia patients is shown in the accom- 
panying diagram. The small deposition of labeled 
vitamin By, in the liver of patients having pernicious 
anemia affords easy proof of the absorptive defect and 
indirectly, therefore, establishes the diagnosis of 
pernicious anemia. (New England J. Med., 255:207, 
1956.) 


Nephropathy of Potassium Depletion 


RELMAN AND SCHWARTZ review the evidence that de- 
pletion of potassium causes a distinctive renal lesion 
that is accompanied by impairment of kidney function. 
They believe that the condition is more common than 
has been generally recognized. They suppose that the 


CONTRAST IN HEPATIC DEPOSITION OF COBALT 60 - LABELED VITAMIN By). 
IN NORMAL SUBJECTS AND PERNICIOUS ANEMIA PATIENTS. 


1000 2000 
Radioactivity in liver (measured by scintillation counter) 
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Pernicious Anemia Patients 


clinical manifestations of the disease have often been 
overlooked because they are neither striking nor par- 
ticularly specific. They report five cases of their own to 
support these thoughts. 

Although potassium depletion may occur in a 
wide variety of clinical conditions, it is likely to develop 
especially in people having chronic diarrhea. Thus 
among the authors’ cases, one was a patient who had 
had chronic diarrhea for many years, three were women 
in whom potassium loss had resulted from long-con- 
tinued use of large quantities of laxatives, and one was 
a patient having the sprue syndrome. All patients had 
similar impairment of renal function that was reversible 
when potassium depletion had been corrected. 

Biopsy and autopsy examinations indicate that the 
principal lesion of potassium depletion is in the kidney 
tubules. Clinically this has its counterpart in evidences 
of impaired tubular function. These consist mainly of a 
striking loss of concentrating ability. Unless there is 
some other accompanying renal disease, the level of 
blood nonprotein nitrogen is not significantly elevated 
and routine urinalysis discloses relatively slight evidence 
of disease (minimal albuminuria and cylindruria). 

In noting that potassium depletion should be added 
to the list of possible causes of reversible renal damage, 
Relman and Schwartz conclude: ‘‘The functional con- 
sequences of potassium depletion are probably most 
important when it occurs as a complication of pre- 
existing renal disease. The additional insult of po- 
tassium depletion might well pass unrecognized, and 
progressive renal impairment might be attributed to 
extension of the underlying kidney disorder.”” (New 


England J. Med., 255 :195, 1956.) 


Peptic Ulceration Following Choledochojejunostomy 


KEHNE AND CAMPBELL anastomosed the common bile 
duct to a defunctionalized loop of jejunum in dogs, to 
sidetrack the flow of bile away from the stomach. Sur- 
viving animals were divided into two groups. Group 1 
animals were maintained on regular animal rations. 
Group 2 dogs received histamine in wax intramus- 
cularly in addition to regular rations. A third group of 
dogs constituted the control series. They received his- 
tamine in wax daily, but were not subjected to oper- 
ation. 

The common ducts of all animals showed evidence 
of dilation distal to the site of choledochojejunostomy. 
In Group 1, 23 of the animals showed duodenitis and 
jejunitis of mild to moderate degree. In group 2, 21 of 
the 25 showed duodenitis and jejunitis; and in group 
3, 18 of the 25 revealed similar changes. Peptic ul- 
ceration was found in 13 of the group 1 dogs, 19 of the 
group 2 dogs and 8 of the group 3 animals. 
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The authors concluded that although duodei itis, 
jejunitis of mild to moderate severity, and ulceration 
occurred in normal laboratory animals, it was never 
severe. There were no perforations. Duodenal ulcer 
formation was more common, and perforations were 
not infrequent in dogs with biliary diversion. The 
authors thought that the absence of bile neutralization, 
the hyperacidity secondary to the ingestion of alcohol, 
and a restricted dietary intake would establish the 
necessary conditions for ulcer formation. These con- 
ditions exist in alcoholic patients with recurrent pan- 
creatitis in whom biliary diversion operations are per- 
formed. They stated that careful dietary management 
should be mandatory in all such individuals during 
their entire postoperative life. (Arch. Surg., 73: 12, 
1956.) 


Ozone Poisoning 


KLEINFELD AND GIEL reported three cases of ozone poi- 
soning in welders who had been using a specialized 
welding technique known as consumable electrode gas- 
shielded arc welding. The diagnosis of the disorder 
was not suspected until after the third case appeared 
within a relatively short period, including only welders 
and all from the same plant. When their working en- 
vironment was investigated, it was found to have an 
average concentration of ozone that was highly ex- 
cessive (9.2 parts per million). 

Ozone inhalation has a serious deleterious effect 
upon the respiratory system, sometimes producing 
pulmonary edema and hemorrhage. With low concen- 
trations of ozone in the inhaled air a narcotizing and 
general depressant effect may result. There is a 
tendency also for irritation of the mucous membranes, 
headache and lethargy. 

Clinical manifestations are likely to resemble a 
variety of acute pulmonary disorders, acute myocardial 
infarction, congestive heart failure, or asthma. Diagno- 
sis depends upon a high index of suspicion, an ade- 
quate occupational history, a knowledge of environ- 
mental exposure, and the finding of significant amounts 
of ozone in the atmosphere in which the worker has 
been employed. 

Respiratory symptoms are far out of proportion to 
clinical findings in the chest. Recovery is likely to be 
slow even after removal from exposure. 

Prevention is largely a matter of engineering con- 
trol. When exposure is suspected, reduction of physi- 
cal activity or bed rest is advisable. Treatment is 
largely symptomatic, including bed rest, oxygen, anti- 
pertussants, analgesics and antibiotics. Morphine is 
thought to be contraindicated. (Am. J. M. Se., 231: 
638, 1956.) 
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Parinaud’s Oculoglandular Syndrome 


A 7-YEAR-OLD Boy developed a nontender swelling in 
front of his left ear. A minor squint was noted in his 
left eye. The history was otherwise completely negative. 
Initial physical examination revealed only a left internal 
strabismus and an olive-size tumor in the left preauric- 
ular area. An extensive laboratory work-up was negative. 

It was decided to remove the preauricular tumor in 
order to establish a diagnosis. At that point, an oph- 
thalmologist pointed out that edema of the upper lid 
was responsible for the appearance of strabismus. 
Eversion of the upper lid then revealed a peculiar 
follicular conjunctivitis, with numerous irregular 1-to 
5-mm. brown nodules on the upper palpebral con- 
junctiva. Smears, cultures and biopsy of the conjunc- 
tivitis disclosed no specific etiology, but the conjunc- 
tivitis and adenitis had completely disappeared two 
weeks after antibiotic therapy. 

Pick reports this case to emphasize the following 
points: Parinaud’s oculoglandular syndrome is rarely 
described in the nonophthalmologic literature. It 
occurs chiefly in children and young adults. It is usually 
unilateral and its manifestations are easily explained by 
the fact that the upper lid drains into the preauricular 
lymph node. In unexplained preauricular adenitis, the 
upper lid should always be everted. 

The fungus leptothrix has been found the most 
common cause of this peculiar conjunctivitis. Rare 
etiologies include tuberculosis, tularemia, syphilis, 
lymphogranuloma venereum, sporotrichosis, soft chan- 
cre and vaccinia. A history of close contact with cats 
has been frequently noted. (J. Pediat., 49:316, 1956.) 


Serotonin and Hypertension 


IN RECENT YEARS, a new approach had been developed 
for the treatment of certain diseases—the use of anti- 
metabolites. In one of its simplest applications, Wool- 
ley and Shaw express the antimetabolite idea as fol- 
lows: “. ..a disease arising from an excess of one of the 
hormones present in an animal might logically be con- 
trolled by production of a structural analog of this 
hormone that would act antagonistically to it.” 

In 1952, these authors suggested that essential hy- 
pertension might arise from an excess of serotonin. 
They set out to devise a suitable antimetabolite of 
serotonin. Finally they obtained a compound that ap- 
peared to be suitable—a benzyl analog of serotonin 
(see illustration at the right). 

The benzyl analog proved to be highly effective by 
the oral route in protecting dogs against the pressor 
effects of serotonin. Use of the antimetabolite was 
therefore extended to clinical trials in human hyper- 
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Serotonin 


H2 — CH; — NH2 


Benzyl analog 


tensive subjects. Preliminary findings have indicated 
that the benzyl analog of serotonin reduces blood pres- 
sure in patients with hypertension. The drug, given by 
mouth, was effective in small doses, and did not seem 
to cause harmful side-effects. 

Woolley and Shaw concluded that the clinical value 
of the benzyl analog of serotonin needs further study, 
but that their original hypotheses deserve attention. 
Those hypotheses—that a new series of drugs may be 
discovered with the antimetabolite idea, and that 
serotonin may be causally related to essential hyperten- 
sion. (Science, 124:34, 1956.) 
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Multicentric Bronchogenic Carcinoma 


Ryan anp McDonatp examined at necropsy the bron- 
chial epithelium of the remaining lung in 39 cases in 
which the other lung had previously been removed be- 
cause of a squamous cell carcinoma. Widespread 
changes (metaplasia) were apparent in the bronchial 
epithelium, and in five cases there was an “‘in situ” 
cancer. 

These findings were thought to support the idea that 
a carcinogenic agent in the inspired air acts upon all the 
bronchial epithelium. The authors also noted that some 
patients who obtain poor results from pneumonectomy 
for bronchogenic carcinoma may be suffering from the 
effects of new lesions rather than extension or metasta- 
sis from the primary lesion. (Proc. Staff Meet., Mayo 
Clun., 31:478, 1956.) 


CB 1348 in Hodgkin's Disease 


BouronclgEand hisassociates treated 42 patients with p- 
bis (2-chloroethyl) aminophenylbutyric acid (CB 1348). 
There were 24 patients with Hodgkin’s disease, ten with 
monocytic leukemia, three with chronic lymphatic leu- 
kemia, one with lymphosarcoma, one with reticulum 
cell sarcoma, one with mycosis fungoides, one with acute 
lymphatic leukemia and one with multiple myeloma. 

All patients with Hodgkin’s disease manifested 
symptoms of generalized disease. With the exception 
of four, all were in the advanced stages of the disease. 
Most of these patients had previously failed to respond 
to x-ray, nitrogen mustard, or triethylene melanamine 
(TEM) therapy, or were not suitable for nitrogen mus- 
tard or TEM therapy because of marked depression of 
the hemopoietic system. 

Excellent remissions were obtained in six patients 
with Hodgkin’s disease, while marked improvement oc- 
curred in nine other patients with this disorder. Three 
showed some effect due to the medication in the sense 
that their general condition and some of the symptoms 
improved, but this improvement lasted for less than 
two months. Although remissions were rather short in 
duration (two to nine months), a second remission was 
obtained on most patients and a third remission in one 
of the two patients so treated. 

From this study, the authors thought that CB 1348 
was of value in the treatment of selected patients with 
Hodgkin’s disease as a supplement to x-ray therapy. 
It was safer than TEM and was preferred to nitrogen 
mustard in some cases because it had practically no 
side effects, and proved to be less damaging to the 
hemopoietic system. 

A striking remission was obtained in one patient with 
monocytic leukemia among ten such patients treated 
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with CB 1348. In one patient with reticulum cell .ar- 
coma CB 1348 produced a remission that continued 
after seven months of observation. The results in the 
other conditions treated were poor. 

A few patients complained of nausea and anorexia 
during the course of therapy. However, only in one case 
did these complaints necessitate discontinuation of 
therapy. Several patients complained of nervousness 
that disappeared when CB 1348 was discontinued or 
when the patients were changed to a maintenance dose. 
Most patients developed slight to moderate leukopenia, 
anemia and thrombocytopenia. 

However, at therapeutic doses, the depressant effect 
on the bone marrow was only moderate and was rapid- 
ly reversible even in patients who already had a hy- 
poplastic marrow as a result of previous therapy. 


(Arch. Int. Med., 97:703, 1956.) 


Poliomyelitis in Pregnancy 


SIEGEL AND GREENBERG analyzed the cases of 87 preg- 
nant women with poliomyelitis, in order to determine 
the effect of maternal infection on the developing fetus. 
There were 86 single births and one set of twins. 
Sixty-five fetuses were associated with paralytic polio- 
myelitis in the mother, and 23 with the nonparalytic 
type. Eight mothers had onset of poliomyelitis in the 
first two months of pregnancy, and a total of 44 were 
infected in the first four months of gestation. 

There was no evidence of an association between 
poliomyelitis in pregnancy and the occurrence of con- 
genital defects. However, fetal deaths occurred in 
nearly half of those cases in which the infection occurred 
in the first trimester of pregnancy. About 65 per cent 
of these occurred within two weeks of the infection and 
were apparently directly related to the poliomyelitis. 
After the first trimester, the incidence of fetal death 
dropped sharply. 

Although most of the premature infants in the group 
of 88 were associated with infection in the first and 
second trimesters, evidence for an increased incidence 
of prematurity due to maternal poliomyelitis was in- 
conclusive. 

Neonatal poliomyelitis occurred only in infants born 
shortly after the onset of the disease in their mothers. 
Two deaths were due to neonatal poliomyelitis. In 
neonatal poliomyelitis, symptoms of paralysis developed 
six to ten days after delivery. Two additional neonatal 
deaths occurred following post-mortem Cesarean sec- 
tion. These were attributable to anoxia. These two 
maternal deaths were due to bulbar poliomyelitis. 
Neonatal mortality for the group as a whole was in- 
creased fourfold over the expected rate. (J. Pediat., 
49 :280, 1956.) 
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“Stiff-Man” Syndrome 


UNDER THE ENIGMATIC TITLE, “‘stiff-man” syndrome, 
Moersch and Woltman reported their findings in 14 
patients having an affliction not heretofore described. 
The chief characteristic of the illness was muscular 
rigidity without evidence of neurologic or intrinsic 
muscular disease. 

The illness had its onset in adult life, and lasted for 
years in all cases. Ten of the patients were men; four 
were women. The usual chief complaint was stiffness 
of the muscles. Usually the onset had been gradual, 
extending over several months. The muscles first 
affected were in the trunk in six cases, the neck and 
shoulders in four cases, and the limbs in four cases. 
The involvement was fairly symmetrical and always 
spread to involve other muscles. The facial muscles 
were spared and the hands and feet showed only 
minor effects. 

Superimposed upon rigidity were muscle spasms. 
These were precipitated by some sudden stimulus. 
Pain was a prominent feature in four instances, a 
lesser consideration in the others. 

Over-all rigidity drew the patients into strange pos- 
tures, sometimes superficially resembling the posture 
of poker spine. Walking was laborious and stiff. In two 
cases, spasm of the muscles of the thorax caused diffi- 
culty in breathing. Except for the evidence of rigidity 
and spasms, examinations were remarkably negative. 
Laboratory studies threw no additional light on the 
nature of the disorder. 

Diagnoses previously made in the 14 patients in- 
cluded functional disorder, chronic tetany, dystonia, 
stroke, and arthritis. In labeling the condition “‘stiff- 
man” syndrome, the authors have at least set it apart 
for future study. (Proc. Staff Meet., Mayo Clin., 31: 421, 
1956.) 


Fungus Disease of Bones 


As METHODS for control of pathogenic bacteria have im- 
proved, there has been heightened interest in various 
fungus disorders. They are being diagnosed more fre- 
quently (may indeed be more prevalent), and effective 
treatments have been devised for several forms of 
infection. 

Bone involvement is one of the features of a dis- 
seminated mycosis. Usually the bone lesion is osteolytic, 
and there may be extension to adjacent joints. 

During a five-year period at a Richmond, Va., veter- 
ans hospital, Toone and Kelly collected 25 cases of 
fungus disease. Eight of the patients showed cor- 
responding bone disease (see diagram at right). (Am. 
J. M. Se., 231:263, 1956.) 


GP January 1957 


Bed Rest for Children with Fever 


IN THE CouRsE of a busy private practice in Abilene, 
Texas, Gibson made a controlled study of 1,082 chil- 
dren with fever. This two-year study was aimed at 
answering the following questions: How much bed 
rest is necessary for a child with fever? Is rest in bed 
actually helpful, or is it only a tradition ? 

The bed rest group (471) and the “up and about” 
group (611) were similar with regard to sex, color, age, 
time of illness and medications used. Temperatures 


BONE INVOLVEMENT DUE TO FUNGUS DISEASE 


Fungus disease 
Bone involvement 


Patella and tibia 


Cuneiforms, scaphoid, cuboid, 
3 metatarsals 
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Ulna, great toe, sacroiliac joint, and 
3rd and 4th lumbar vertebrae 


4 
Sacrum 
Talus, calcaneous, tarsals, cuneiforms 
Cervical and dorsal vertebrae | 
Ribs, sternum and pelvis ; 
Skull; pelvis, acromial process, : 
humerus, tibia, Ist metacarpal 
Necardiosis —__ 


were taken frequently and an attempt was made to 
alternate cases and to consider the predisposition of 
individual children to remain in bed for three days. No 
hospitalized patients, or those with severe illnesses 
(rheumatic fever, typhoid fever) were included. The 
groups were comparable with regard to diagnosis, 
upper respiratory tract illnesses accounting for nearly 
80 per cent of the cases. 

The results indicated that in the ordinary or “‘self- 
limited” illnesses of children treated in the office or in 
the home, bed rest is not a decisive factor in the return 
of the temperature to normal. Such children may rest 
as they desire, and play in the house. This will make 
life happier for both child and mother. (J. Pediat., 49: 
256, 1956.) 


Treatment of Subacute Thyroiditis 


TAYLOR COMPARED the effectiveness and utility of two 
methods of treatment of subacute thyroiditis—x-ray 
therapy and cortisone. In his opinion, although both 
methods are effective, they should be used discriminat- 
ingly. 

Cortisone is likely to provide immediate relief of the 
signs and symptoms of subacute thyroiditis. However, 
as in the case of most other disorders for which corti- 
sone may be used, the manifestations of disease are 
likely to reappear when the drug is stopped. This is 
especially true when subacute thyroiditis is severe. For 
that reason, it may be necessary to give the cortisone 
for long periods, thereby increasing the likelihood of 
side effects from the cortisone. 

X-ray therapy works somewhat more slowly in the 
treatment of subacute thyroiditis, but relapses are less 
frequent. For this reason, x-ray therapy may have a 
more logical use whenever subacute thyroiditis is more 
than mild. 

Taylor concludes that further trial should be given 
to combined therapy with cortisone and x-ray. This 
regimen would provide an immediate relief of symptoms 
as a result of cortisone, with insurance against relapse 
by x-ray therapy. Also it would be possible to with- 
draw cortisone early. (Ann. Int. Med., 44:1082, 1956.) 


Thrombocytopenic Purpura Due to Quinidine 


BoLTon AND DaMESHEK reported five cases of quinidine- 
induced thrombocytopenic purpura and reviewed the 
literature of this subject. The disorder is encountered 
more often in women than in men (six to one) and is 
likely to be observed in older people since this is the 
age group in which quinidine is commonly administered 
for various cardiac disorders. In most instances there 
had been previous courses of quinidine therapy before 
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the onset of purpura. However, the relationshi) of 
purpura to the duration of quinidine administra ion 
and to the amount of quinidine was not always c\car. 
In some cases there had been several attacks of pur) ura 
before a relationship to quinidine was suspected. 

The clinical picture was that of an acute thrombo- 
cytopenic purpura. The bleeding often came on with 
startling suddenness and tended to disappear promptly 
when the drug was withheld. All varieties of purpuric 
manifestations have been observed. Occasionally the 
spleen was palpable. When quinidine administration 
had ceased, purpura usually diminished rapidly in a 
matter of hours or a few days. 

Since the disorder ts self-limited, therapy need not 
be used. However, it is probable that natural recovery 
can be assisted with the administration of cortisone or 
by means of platelet transfusions. Diagnosis can be 
made on clinical grounds and can be confirmed by the 
response to a test dose, although the latter method is 
not recommended. This is all the more true since 
serologic tests can yield comparable information with 
perfect safety to the patient. 

Bolton and Dameshek noted that purpura due to 
quinidine is in the nature of a “drug allergy.” It is be- 
lieved that quinidine combines with blood platelets to 
form an antigen. The development of antibodies fol- 
lows. When the antibody titer reaches an appropriate 
level, thrombocytopenia results. (Blood, 11 :527, 1956.) 


Activity of Rheumatoid Arthritis 


As A Part of the technique of estimating degrees of 
activity of rheumatoid arthritis, Lansbury found that 
duration of morning stiffness and the maximum 5- 
minute Cutler sedimentation rate are reliable indica- 
tors. At the time of the first interview in 100 cases of 
rheumatoid arthritis, all but three patients complained 
of morning stiffness, and the average 5-minute Cutler 
sedimentation rate was 5.6 mm. (The 5-minute sedi- 
mentation rate is the maximum fall observed in any 
5-minute period during the 60 minutes of the test.) 

There were small groups of patients in whom a 
complete remission occurred under treatment that did 
not include adrenal steroids. Such compounds were 
avoided because they are known to suppress the sedi- 
mentation rate and to ameliorate morning stiffness 
without relation to the basic activity of the arthritis. 
As the remission developed, duration of morning 
stiffness progressively shortened and the 5-minute 
sedimentation rate showed a regular trend toward 
normal. The author concluded that duration of morn- 
ing stiffness and the 5-minute sedimentation rate are 
valid indices of activity of rheumatoid arthritis. (4m. 
J. M. Sc., 232:8, 1956.) 
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Antibiotics and Organisms Causing 
Subacute Bacterial Endocarditis 


ALTHOUGH Most CasEs of subacute bacterial endocar- 
ditis are caused by streptococci that are sensitive to 
penicillin, 5 to 14 per cent of cases are due to an 
enterococcus that is relatively resistant to penicillin. 
Despite in vitro sensitivity of these organisms to 
“broad-spectrum” antibiotics, clinical reports indicate 
that chloramphenicol, chlortetracycline and oxytetra- 
cycline are not effective in these cases. 

In subacute bacterial endocarditis, it is probable that 
inhibition of bacterial growth is not sufficient and that 
a bactericidal action is required. Most laboratory in- 
vestigations study only the inhibitory concentrations 
of antibiotics. The “broad-spectrum” antibiotics pos- 
sess a predominantly bacteriostatic action, while peni- 
cillin and streptomycin are bactericidal. 

Pilkington and his coworkers, at the University of 
London, have devised a method for studying the bac- 
tericidal effects of antibiotics when used alone or in 
combination. The basis of the method is the transfer of 
organisms from plates containing antibiotic (“‘pri- 
mary” plates) to plates free of drug (‘‘replica”’ plates). 
The degree of growth on replica plates indicated de- 
grees of killing. 

Synergism or antagonism between two drugs was 
studied by placing blotting paper strips soaked in anti- 
biotics, in the form of a cross on the uniformly inocu- 
lated surface of a nutrient agar plate. The shapes of the 
zones of inhibition of growth indicated the type of 
interaction of the two drugs (see illustration at right). 

The studies indicated that penicillin and strepto- 
mycin were bactericidal for the enterococci studied at 
levels not much greater than inhibitory concentrations. 
Chloramphenicol, chlortetracycline and oxytetracy- 
cline fail to kill in concentrations many times greater 
than their inhibitory levels. Bacitracin and erythromy- 
cin are bactericidal only in concentrations much higher 
than the inhibitory level. 

Analysis of blood levels revealed that even in peni- 
cillin-resistant cases, bactericidal levels can be achieved 
against the enterococcus with penicillin and strepto- 
mycin, while large doses of “broad-spectrum” anti- 
biotics will still only inhibit growth. 

The study of drug combinations revealed that syner- 
gism occurs most frequently with penicillin plus strep- 
tomycin, streptomycin plus bacitracin and streptomy- 
cin plus chloramphenicol. Antagonism was most con- 
sistently demonstrated with penicillin plus chloram- 
phenicol. However, there was great variability of inter- 
action in the 21 possible combinations studied. The 
clinical significance of drug antagonism is not clearly 
established. 
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EXAMPLES OF INTERACTION 
OF ANTIBIOTICS 
Diagrams of patterns of zones of inhibition on agar plates. 


Square corners of zones of growth. 


SYNERGISM 
Rounding of corners of zones of growth 


ANTAGONISM 


Tongues of growth extending into zone 
of inhibition in areas where both drugs 
are present. 


4a 
NO INTERACTION | 
Penicillin 
indicating increased bactericidal effect. 
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The clinically significant results of this study are as 
follows: in the case of penicillin and streptomycin, the 
bactericidal levels against strains of enterococcus iso- 
lated from patients with subacute bacterial endocardi- 
tis closely corresponded to the bacteriostatic levels, At 
concentrations that can be obtained clinically, penicil- 
lin and streptomycin are predominantly bactericidal 
(even against strains considered penicillin-resistant) 
while chloramphenicol, chlortetracycline and oxy- 
tetracycline are essentially bacteriostatic. Routine 
laboratory studies of sensitivity to antibiotics do not 
make this distinction. (J. Lab. ¢ Clin. Med., 47:562, 
1956.) 


Pulmonary Metastases 


In a strupy by Lee, pulmonary metastases were found 
in 100 patients among 465 who died of cancer. Analysis 
of the various malignant neoplasms indicated that 
metastases occurred more frequently from sites whose 
dissemination would be expected to take place via the 
systemic circulation. Thus, metastases occurred in 
over 30 per cent of cases of fibrosarcoma and carcinoma 
of the larynx, thymus, breast, testis, kidney, thyroid, 
adrenal and bone. 

Conversely metastases were comparatively uncom- 
mon from sites that would be expected to disseminate 
along the portal vein and through the liver to the lungs. 
Thus, carcinoma of the stomach, colon, rectum, pan- 
creas and liver reached the lungs in less than the 
frequency of 30 per cent. 

Metastases were not radiologically visible in nearly 
40 per cent of this series. One of the important factors 
in producing radiologic shadows is a product of the 
size and number of metastases. When metastases were 
few and less than three centimeters in diameter, they 
were frequently missed, whereas those of similar size, if 
numerous, were well seen in chest x-ray films. Those 
metastatic lesions greater than three centimeters in 
diameter were radiologically obvious even when single. 
Half of the miliary nodules up to three millimeters in 
diameter were missed radiologically while only one- 
fifth of the pulmonary metastases were seen when there 
were fewer than five nodules less than three centimeters 
in diameter. The series also indicated that pulmonary 
metastases were derived equally from low- or high- 
grade malignant tumors. (Dis. of Chest, 30:85, 1956.) 


Surgery for Pulmonary Cancer 


IN PATIENTS who survived five or more years following 
surgery for pulmonary cancer, Overholt and Bougas 
made a study of the factors in the extent and character 
of the lesions and in the management of patients. Of 
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the 204 patients who had resections, 46 (23 per cent) 
survived five or more years without any evidence of 
recurrence. 

An unusual finding was that 14 (30 per cent) of the 
46 five-year survivors were patients who had resections 
for cancers that had extended beyond the confines of 
the lung. These resections had been considered pal- 
liative. Surgery had been done to relieve patients of 
disabling symptoms with the additional hope that their 
lives might be prolonged. However, in some, an un- 
envisioned cure resulted. 

Failure of x-ray therapy to prolong useful and com- 
fortable life and a growing dissatisfaction with x-ray 
therapy for relief of symptoms other than those of bone 
pain and superior mediastinal obstruction have given 
added impetus to attempts at surgical palliation. 

Epidermoid carcinoma treated prior to gross or 
microscopic evidence of extension beyond the lung 
gave the best prognosis. However, one-fourth of all the 
five-year survivors had resections for undifferentiated 
cancer or adenocarcinoma. 

The authors also observed that under carefully con- 
sidered conditions, lobectomy may be a better pro- 
cedure than pneumonectomy. However the extent of 
the resection must be based on the location and charac- 
ter of the lesion as well as on the functional capacity of 
the contralateral lung. Their general policy, however, 
has been to achieve whenever possible a pneumonec- 
tomy with as extensive a resection of mediastinal 
lymph nodes as seems reasonable. 

Higher cure rates can be predicted in the future as 
more explorations are done to determine the nature of 
lesions that produce silent abnormal densities in chest 
films. (Dis. of Chest, 29:595, 1956.) 


Primary Carcinoma of the Ovary 


Davis AND COWORKERS analyzed 270 cases of primary 
carcinoma of the ovary. The average age of the patients 
was about 50 years, and almost two-thirds of the pa- 
tients were in an age range from 40 to 59 years. They 
emphasized that there are no characteristic symptoms 
of this tumor, although abdominal pain and swelling 
are often present. 

There was considerable variation in the outcome of 
the disease according to the stage at which it was en- 
countered. In general, however, results indicated that 
the best therapy is hysterectomy combined with 
bilateral adnexal removal. The authors suggested that 
x-ray therapy is not useful either as a palliative instru- 
ment in prolonging life or as a method of increasing 
ultimate salvage. (Surg., Gynec. ¢ Obst., 102:565, 
1956.) 
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Pseudomembranous Enterocolitis 


WEISMANN AND TWITCHELL reported a series of 16 cases 
of acute pseudomembranous enterocolitis, with a mor- 
tality rate of 50 per cent. Five cases were mild, with 
no deaths. In the severe cases, 73 per cent of patients 
died. 

The onset was usually during the first postoperative 
week. Chills, fever, diarrhea, distention and vomiting 
were the most frequent symptoms. The diarrhea was 
usually profuse and watery green at first, becoming 
mucopurulent later. Abdominal distention was mod- 
erately severe and was not relieved by intubation. Ab- 
dominal pain was not severe. Dehydration often ap- 
peared early, before other symptoms were noted. In 
fatal cases, death occurred within a week. 

Single antemortem stool cultures were taken in nine 
cases. In five of these the predominant organism was 
Staphylococcus aureus. These strains were found to 
be resistant to penicillin, streptomycin, chlortetra- 
cycline and oxytetracycline. They were sensitive to 
chloramphenicol. Two were sensitive to erythromycin. 
Treatment included general supportive therapy, in- 
tensive fluid and electrolyte replacement, and the dis- 
continuation of all oral antibiotics, except erythro- 
mycin. 

The authors stated that the use of broad-spectrum 
antibiotics for intestinal antisepsis has been a factor 
in the increasing incidence of this complication. A 
plea was made for the more discriminating use of these 
agents. (Ann. Surg., 144:32, 1956.) 


Fluoridation of Water 


In May, 1945, one of the most comprehensive studies 
of water fluoridation was begun. Two nearby cities on 
the Hudson River, both using “‘fluoride-deficient” wa- 
ter supplies, participated. One of the cities (New- 
burgh) began using water to which sodium fluoride 
was added (1.0 to 1.2 ppm.); while the other city 
(Kingston) continued to use water that contained very 
little fluoride. 

In June, 1955, the results of fluoridation were studied 
after ten years of continuous experiment. Ast and 
Schlesinger found that the prevalence of dental caries 
differed greatly in the children from the two cities (see 
diagram at right). The lower incidence of dental 
caries was especially noticeable among children 6 to 9 
years old, whose entire lifetime came within the period 
of experiment. The results clearly demonstrated that 
fluoridation prevents dental caries. In addition, careful 
examinations failed to show any deleterious systemic 
or dental effects of fluoridation among the children of 
Newburgh. (Am. J. Pub. Health, 46:265, 1956.) 
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Peptic Ulcer and Pulmonary Emphysema 


Latts, CUMMINS AND ZIEVE reviewed the records of 586 
patients who were hospitalized with the diagnosis of 
chronic diffuse pulmonary emphysema. Of these, 479 
were studied clinically and 107 were autopsied. Peptic 
ulceration occurred in 15 per cent of the clinical group 
and 27 per cent of the autopsy group. An additional 21 
per cent of the clinical group did not have an ulcer but 
had symptoms and signs suggesting an ulcer. About 16 
per cent of the autopsy group were in the same category 
of no demonstrable ulcer, but suggestive symptoms and 
signs. Thus, of the clinical group, 37 per cent had 
either an ulcer or symptoms and signs suggesting an 
ulcer. Likewise, 43 per cent of the autopsy group had 
an ulcer or symptoms and signs suggestive of one. 

A duodenal ulcer was present in approximately 80 
per cent of the patients with ulcer. A gastric ulcer was 
present in 24 per cent of the clinical ulcer group, and 
41 per cent of the autopsied ulcer group. Seven patients 
in the clinical group had both a gastric and duodenal 
ulcer, while approximately one-fifth of the autopsied 
patients had both gastric and duodenal ulcers. 

This association between pulmonary emphysema and 
peptic ulceration is sufficiently prominent to make one 
suspicious of peptic ulceration in any emphysematous 
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patient with gastrointestinal symptoms. The authors 
further speculate on the reason for the association of 
these two illnesses. They note that although acidosis 
has little influence upon gastric secretion, carbon di- 
oxide content of the blood has a significant effect. 
Emotional factors may also play a contributory role 
in that periods of hostility and resentment—common 
emotional moods in emphysematous patients—result 
in increased acid secretion. Hormonal factors are pos- 
sibly of major significance in that as a chronic stress 
state, pulmonary emphysema may result in increased 
secretion of corticoids, which in turn stimulate exces- 
sive acid secretion. Clearly, the use of steroids thera- 
peutically in emphysematous patients should be ap- 
proached with caution. (Arch. Int. Med., 97 :576, 1956.) 


Post-radiation Sarcoma in the Finger 


A case recalling to mind the danger of prolonged inter- 
mittent exposure to ionizing radiation is reported by 
Carroll and his associates. The patient was a 55-year- 
old dentist who performed many dental roentgeno- 
graphic examinations in his practice. His life-long 
technique was to hold the film in place with his right 
thumb. 

At the age of 50, an injury of the right thumb led to 
chronic pain, and three years later, to swelling and 
cellulitis. Failure to heal led to several courses of 
roentgen therapy and surgical excisions of the affected 
area. Pathologic diagnoses included verruca vulgaris 
and keratosis. 

Finally, amputation of the distal phalanx was per- 
formed and revealed osteogenic sarcoma. The tumor 
contained many anaplastic areas. The patient died one 
year later of myocardial infarction. There had been no 
apparent recurrence or metastasis of the tumor. 

The history, the recurring hyperkeratosis and the 
presence of sweat gland atrophy in the specimen make 
it reasonable to assume that this was a post-radiation 
osteogenic sarcoma. (Cancer, 9:753, 1956.) 


Primary Malignant Gastric Lymphomas 


THORBJARNARSON and his colleagues analyzed the rec- 
ords of 32 patients with primary malignant gastric 
lymphoma. These represented 5 per cent of all malig- 
nant gastric lesions treated during the same period. 
Although uncommon, the importance of these lesions 
is judged by the fact that the results of therapy far sur- 
passed those obtained in treating gastric carcinoma. 
Abdominal pain was the presenting complaint in 29 
patients. This was commonly epigastric. Twenty-five 
had weight loss prior to hospitalization, and evidence 
of gastrointestinal hemorrhage was found in 21. Massive 
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hemorrhage had occurred in eight patients. An cpi- 
gastric mass was palpable in eight patients, superficial 
lymph nodes in only one. 

Except for mild anemia, blood counts were of liitle 
help. Leukocytosis of more than 10,000 was found in 
only one patient. The highest lymphocytosis was 43 
per cent, and only six patients had more than 30 per 
cent lymphocytes. Twenty-nine upper gastrointestinal 
tract x-ray studies were done. The diagnosis was 
carcinoma in 19, lymphoma in four. 

In 21 cases, the operating surgeon believed that he 
was dealing with a carcinoma. Twice, the operative 
diagnosis was benign gastric ulcer. Lymphoma was 
suspected in seven instances and proved by immediate 
histologic examination in three. Of 31 patients under- 
going operation, lesions were judged unresectable in 
only four. Extension to lymph nodes was found at 
operation in 13 instances. 

Pathologically, 20 patients were classified as having 
lymphosarcoma, nine as reticulum-cell sarcoma, and 
three as Hodgkin’s disease. Fifty-three per cent of the 
patients who survived surgical attempts to cure are 
alive without evidence of recurrence five years later. 
Most of these had postoperative x-ray therapy. Four 
had invasion of regional nodes at operation. 

Clinical differentiation of lymphoma and carcinoma 
of the stomach is extremely difficult. This emphasizes 
the importance of making an accurate diagnosis at 
operation using histologic examination of frozen ma- 
terial. Nearby lymph node or local extension are not 
contraindications to resection of gastric lymphomas. 


(Cancer, 9:712, 1956.) 


Treatment of Large Nerves in Amputations 


HERRMANN AND Boutack studied persistent pain and 
phantom limb symptoms following amputations. They 
carried out experiments to determine the best methods 
of treating the ends of large nerves in amputations to 
prevent the occurrence of these symptoms. 

Their studies indicated that the treatment of large 
mixed nerves at the time of amputation was of real 
importance in reducing the incidence and severity of 
stump pain. They recommended the application of a 
nonabsorbable ligature about one inch above the end 
of the amputation. They stated that the ligature should 
be tied down gently to prevent rupture of the epineuri- 
um. More recent work indicated that further reduction 
in the incidence of persistent or phantom limb pain 
could be accomplished by the careful injection of | cc. 
of 5 per cent formaldehyde solution into the proximal 
end of the mixed nerve immediately before the applica- 
tion of the nonabsorbable ligature. (Am. Surgeon, 22: 
696, 1956.) 
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“Anemic” Women 


(American Medical Association, Seattle, Nov. 27.) 
“NorMau” red cell counts and hemoglobin levels for 
women seem to have been set too high originally. This 
may well account for frustrating, unsuccessful at- 
tempts to treat “‘anemic”” women with iron, vitamins, 
liver or other therapy. From careful laboratory studies 
of 663 women judged to be in good normal health, the 
best average appears to be a red cell count of 4,370,000 
and a 12.5 gram hemoglobin level, compared with the 
accepted 4,800,000 red cell count and 14 grams of 
hemoglobin per 100 cc.—Dr. Harrier Emicu Jupy 
and Price, technician, Spokane, Wash. 


Social Hazard 


(Ibid, Nov. 28.) WipespreaD, unscientific use of the 
tranquilizing drugs may threaten to undermine the 
traditional belief that Americans are self-reliant, able 
to hold their own against adversity. It might do so by 
promoting the concept that no one need undergo 
tension, fear or worry, and so reduce drive for progress. 
From observations of 8,200 persons taking these drugs, 
there appear to be dangers also to a small fraction who 
have abnormal reactions. And about 1,700 were 
precipitated into serious psychoneurotic difficulties 
because physicians who first administered the drugs 
misinterpreted what happened later to the patients. 
—Drs. Herman A. Dicxet and Henry H. Dixon, 
University of Oregon Medical School. 


Cancer Source 


(American Public Health Association, Atlantic City, Nov. 
13.) ToTaL EVIDENCE from many studies throughout the 
world indicates the alarming recent increase in lung 
cancer is due in large part to fumes, dusts and gases of 
our industrialized, motorized age. Cigarette smoking 
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appears to play “‘a definite, while lesser, direct or in- 
direct role.”—Dr. W.C. Hueper, National Cancer 
Institute, Bethesda, Md. 


Polio an Adult Problem 


(Ibid, Nov. 13.) Paratytic pouio might be virtually 
eliminated in 1957 if all children and all adults up to 
age 50 are properly inoculated with polio vaccine. A 
quarter of all reported cases of polio now occur among 
adults aged 20 to 50. Reinoculations probably should 
be carried out in children who had three injections 
compressed into five weeks’ time; or those who had 
the first two shots within less than two weeks; or those 
who received the third inoculation less than seven 
months after the second shot.—Dr. Jonas E. Sak, 
University of Pittsburgh. 


Mental Illness 


(Ibid, Nov. 15.)—A survey in Baltimore among 12,000 
persons and 4,000 homes indicates that at least one in 
every ten Americans walking the streets, on jobs, or 
living at home, is mentally ill. Mental illness may be 
twice as frequent among women as men, finds the sur- 
vey made under auspices of the Commission on 
Chronic Illness—Dr. BensJaMin PassaMANICK, Ohio 
State University College of Medicine; Dr. Dean W. 
Roserts, National Society for Crippled Children and 
Adults; Dr. Paut V. Lemxau, New York City; and Dr. 
Dean E. Krugcer, Columbia University. 


Taking It Easy 


(Ibid, Nov. 13) Iv May OFTEN BE poor medical advice to 
tell adolescents to rest and take it easy. Adolescence is 
normally a time of strenuous activity, with the child 
seeking recognition and independence. Advising rest 
or surrender of some activities can be frustrating. 
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‘Fatigue is a common symptom in adolescents, but 
they need more than rest. Unless they are suffering 
from some chronic disease or nutritional disorder, 
exercise and new activities may be more appropriate.” 
Further, “‘continued rest by itself doesn’t increase the 
ability to withstand stress. It is by doing more, and 
still more, than the capacity to do strenuous work and 
recover from it quickly is increased.”—Dr. J. RoswEtt 
Gattacuer, chief, Adolescent Unit, Children’s Hospital, 
Boston. 


Cold Treatment 


(Southern Medical Association, Washington, D.C., Nov. 
13.) A DEHYDRATION TREATMENT brought “‘good or 
excellent results” against the common cold in more 
than 90 per cent of patients during the last five years. 
Rather than forcing fluids, the patients are limited to 
one cup of soup, fruit or vegetable juice or coffee or 
tea every three hours while awake. Daily for two hours 
at least they are wrapped snugly in blankets with a 
heating pad aiding perspiration. The common cold 
usually yields in a few days.—Dr. Guy T. Visz, 
Meridian, Mississippi. 


Headache Survey 


(Ibid, Nov. 12.) RecurRRENT HEADACHES are more 
common among single than married persons, far more 
common under age 20 than in later decades. A 
frequency survey among 5,000 persons gave this occu- 
pational progression of incidence: medical students, 
80 per cent; business executives, 77 per cent; profes- 
sional people, 70 per cent; housewives, 69 per cent; 
clerks, 68 per cent; salesmen, 58 per cent; manual 
laborers, 55 per cent; farmers, 50 per cent.—Dr. 
Henry Ocpen, Louisiana State University School of 
Medicine. 


Adoption Caution 


(American College of Obstetricians and Gynecologists, 
Chicago, Nov. 9.) Ir 1s NOT TRUE that a practicing 
physician is a better judge of the qualifications of 
adoptive parents than a social worker. Good social 
agency practice offers the natural mother not only 
information and counsel on all courses of action open 
to her, but also ample time to make up her mind so 
she will not later bitterly regret her decision. In towns 
where social agencies do not exist, the obstetrician 
necessarily may beome the intermediary for adoption. 
He must guard against playing God, and make certain 
the mother really wants to give up her child.—Dr. 
Artuur G. Kine, Cincinnati, Ohio. 


Stress and Hypertension 


(American Heart Association, Cincinnati, Oct. 26.) 
HYPERTENSION apparently has many causes. While 
stress of modern life may be part of it, it’s too easy an 
explanation as a major cause. “We are inclined as a 
nation to think we are living under more stress than 
any other people at any other time. Yet I dare say if 
you had been about to have your scalp taken off by an 
Indian there would have been a fair amount of stress 
involved.”—Dnr. Irvine H. Pace, Cleveland. 


Rheumatic Prognosis 


(Ibid, Oct. 29.) THE RHEUMATIC FEVER VICTIM who 
reaches his 20th birthday with only moderate heart 
enlargement or leaking heart valve may look forward 
to a life almost as long as that of his normal con- 
temporaries. In a review of the history, over a 40-year 
period, of 757 children who reached 20, the outlook 
for survival was determined by extent of heart damage 
sustained during the first two decades.—Drs. May G. 
Wuson and Wan Loo Lim, New York. 


Exercise and Collaterals 


(Ibid, Oct. 28.) ExPERIMENTs in dogs indicate that exer- 
cise may help build collateral circulation in hearts 
whose coronary arteries have been narrowed by 
atherosclerosis. A coronary artery was surgically 
narrowed in each of a group of dogs. One-half were 
kept at rest, while the others had standardized exer- 
cise periods for several weeks. Collateral growth was 
later measured in each group. “The data indicate 
that exercise is a significant additional stimulus to 
collateral growth above that provided by moderate 
narrowing in itself. The results to date also suggest 
that exercise in some instances effectively stimulates 
collateral growth to vessels which are only slightly 
narrowed.” —Dr. Ricuarp W. Eckstein, Cleveland. 


Risk in Pregnancy 


(Ibid, Oct. 27.) HEART SURGERY may be performed “with 
very minimal risk to mother or child” if it proves 
necessary during pregnancy. Close medical super- 
vision of pregnant women with heart disease will 
usually result in normal delivery. Meticulous care is 
especially mandatory during the fifth through eighth 
months when pregnancy creates the greatest load up- 
on the patient’s heart. If the patient’s heart begins to 
fail early in pregnancy, there is every expectation sur- 
gery can be undertaken successfully—Drs. Jack M. 
KaurMan and Paut Ruste, Detroit. 
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Left Hand Writing 


Q. My observation of adult left-handed writers is that 
most of them write in the right-handed position. The 
result ts to write with the left hand above the line. 
Is the teaching of left-handed writing recognized by 
schools? Are any statistics available on the ratio of 
left-handed writers to right-handed ? 


A. Statistics indicate that 8.2 per cent of children 
are left-handed and that left-handedness is more fre- 
quent in boys. Information is lacking as to how many 
left-handed persons use the right hand for writing. 
Schools teach children now to write from below the 
line, whether left- or right-handed, angling the paper 
toward the left for right-handed persons and toward 
the right for those who are left-handed, so that the 
writing skills taught are uniform and comfortable for 
both. 

Reference: Gardner, Warren H. Lerr Hanno Wrir- 
ING: InsrrucTION Manvat. Danville, Ill.: Interstate 
Publ. Co., 1945. 


Porphyrins in Urine 


Q. What is the origin of porphyrin in the urine? What 
does it indicate when found in the urine ? Is it found 
in other fluids of the body? 


A. Porphyrins are complex ringed molecules that are 
found in all body tissues. They are essential for the 
formation of important substances—heme, catalases, 
peroxidases—and occur naturally as uroporphyrins, 
coproporphyrins and protoporphyrins. These differ 
by virtue of side-chains. In the synthesis of heme, 
several porphyrin byproducts are formed that are ex- 
crete in the urine and feces normally. These are 
chiefly coproporphyrins. (Normal urinary copropor- 
phyrins—0.1 to 0.3 mg. daily.) 
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These will be answered by authorities 
in the appropriate fields of therapy and diagnosis. 


Information Please 


Excessive porphyrin excretion in the urine is called 
porphyrinuria. Porphyrinuria occurs in liver disease 
because the coproporphyrins normally excreted in 
the feces via the bile are diverted to the kidney. 
Porphyrinuria also occurs when heme synthesis is 
accelerated. This phenomenon is observed in anemias 
and leukemia. Finally porphyrinuria is seen when 
certain toxic substances interfere with the final stages 
of heme synthesis. These include lead, arsenic, sul- 
fonamides and alcohol. (The finding of coproporphy- 
rins in the. urine is a useful test for lead poisoning). 

Porphyria is an inborn error of metabolism that is 
characterized by several bizzare clinical pictures and 
the appearance of excessive amounts of porphyrins 
in the urine. In acute, intermittent, hepatic porphyria, 
porphobilinogen, a porphyrin precursor, is also found 
in the urine. Porphobilinogen is detected by the 
Watson-Schwartz test. (When Ehrlich’s reagent and 
sodium acetate are added to the urine, porphobilino- 
gen produces a red color as does urobilinogen. How- 
ever, in contrast to urobilinogen, this color is not 
extracted by chloroform). 


Diamox for Nephritis 


Q. Is there any danger in using Diamox in acute or 
chronic nephritis with edema ? 

A. Diamox isa carbonic anhydrase inhibitor. Carbonic 

anhydrase facilitates the incorporation of CO, into wa- 

ter with ionization into H* and H CO;~ ions. When 

H* ions are not available for exchange in the reaction: 


Na .H~PO,+H*H = Na He PO,+Na H CO; 
(Excreted in urine) (Returned to blood) 


then fixed base, such as Na* (chiefly), K* and Ca*, has 
to be excreted in theif place. Since Na* is the chief 
osmotic cation of edema or extracellular fluid, when 
Na is lost some edema fluid will be excreted. However, 
since Na* is being lost instead of H*, the extracellular 
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fluid becomes less alkaline so that an acidosis develops. 
In patients with normal kidneys, the effect of Diamox 
is self-limited because as soon as acidosis is developed 
the kidneys start making more ammonia to take the 
place of Nat to combine with acid radicals, and 
equilibrium is again restored. This is why Diamox is 
only effective for periods of two to three days at a time. 

Many patients with acute and chronic nephritis have 
impaired renal function and are already acidotic so that 
Diamox would make them more acidotic and uncom- 
fortable and would also be dangerous. Furthermore, if 
tubular function is impaired so that ammonia could not 
be made, the acidosis would not be self-limited but 
would become more and more severe as long as Diamox 
is continued. 

Thus any diuretic might be dangerous in acute or 
chronic glomerulonephritis unless kidney function is 
good, since all really successful diuretics produce so- 
dium elimination and provoke acidosis. Sodium re- 
striction in acute glomerulonephritis, along with re- 
striction of water to about 600 cc. plus volume of urine 
output, in the average adult will control edema. In 
chronic glomerulonephritis with renal failure, no meth- 
od of control is safe or very satisfactory but moderate 
Na* restriction will help (about 4 Gm. of NaCl a day). 
If the edema is nephrotic edema associated with good 
renal function and low serum proteins, ACTH and 
other steriods are effective. 


Steroids in Adrenal Failure 


Q. A distressing complication of major surgery is acute 
adrenal failure in the immediate postoperative period 
in a patient who has had prolonged treatment with the 
naturally occurring steroid hormones some time prior 
to surgery. What is the likelihood and danger of these 
complications where only the new synthetic steroids, 
prednisone and prednisolone, have been used ? 


A. There is no reason to believe that the hazards of 
adrenal failure will be any different in patients who 
have been on prolonged treatment with prednisone 
compared with cortisone or hydrocortisone. Experi- 
mental studies indicate that prednisone administered 
in periods of one to two weeks appeared to be four or 
more times as effective as similarly administered corti- 
sone in suppressing adrenocortical responsiveness. 
Experimental studies plus a review of the clinical 
reports of the “suppressive” effects of cortisone are to 
be found in “Comparative Effects of Prednisone and of 
Cortisone in Suppressing the Response of Adrenal Cor- 
tex to Exogenous Adrenocorticotropin” by Christy, 
Wallace and Jailer reported in The Journal of Clinical 
Endocrinology and Metabolism, August, 1956. 
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Worm Infestations 


Q.Could you tell me the latest or best treatment for whip- 
worm infestation (Trichuris trichiura) ? Japanese na- 
tionals used for farm labor have been bringing this 
plus roundworm and hookworm to our attention in 
my area. 


A.The present-day management of trichuriasis is not 
uniformly successful since no orally administered drug 
consistently removes whipworms. Faust recommends 
that heavy infestation in children is best treated with 
hexylresorcinol given as a high retention enema. After 
a cleansing tap water enema, 500 ml. of a 0.2 per cent 
aqueous suspension of hexylresorcinol is given slowly 
and retained. The retention should not exceed an 
hour, and application of a petroleum jelly to the anal 
region prior to giving the enema will prevent irritation, 
For adults the administration of tolerance doses of 
ferric ammonium citrate for several weeks is helpful in 
reducing massive infections. 

Hookworm infestation is best treated with tetra- 
chlorethylene preceded by saline purgation. Ascariasis 
or roundworm infestation is best treated with 
hexylresorcinol in conventional dosage. 


Hyperhidrosis of the Hands 


Q. What is the mechanism for hyperhidrosis of the hands? 
What is the treatment ? 


A.The mechanism of hyperhidrosis, like that of normal 
sweating, is sympathetic centrally but with post- 
ganglionic cholinergic innervation. Excessive sweating 
(hyperhidrosis) of the hands is seen in various disease 
states, including tuberculosis, rheumatic fever, hyper- 
thyroidism and diabetes (here it is sometimes uni- 
lateral). 

It may occur after the use of certain drugs or foods, 
or in the presence of various disorders of the nervous 
system. Examples are hypothalamic tumors and Pan- 
coast (cervical sympathetic) tumor. Hyperhidrosis 
may also be congenital. A cold wet hand characterizes 
neurocirculatory asthenia. Miliaria eruptions are com- 
mon sequelae of hyperhidrosis. 

Treatment is that of the underlying disease. Where 
the etiology is obscure, atropine, or atropine-like drugs 
(Banthine) as well as the ganglionic-blocking agents 
(bhexamethonium, pentolinium [Ansolysen], meca- 
mylamine [Inversine] etc.) may be useful. It must be 
kept in mind that these are potent drugs which must 
be thoroughly understood by the prescriber. Sedatives 
usually are ineffective. However, diphenhydramine 


(Benadryl) is sometimes helpful. 
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Semiannually GP publishes a quiz 
covering its scientific articles. 

Here are the multiple chowe questions 

compiled from the July through December issues. 
Answers to these questions appear on page 236. 


Quiz 


1. Pulmonary edema is seen in all but one of the 
following : 

1. Superior vena caval obstruction 

2. Mitral stenosis 

3. Uremia 

4. Left ventricular failure 

5. Inhaled irritants 


4. The chief manifestations of a “functioning” 
carcinoid include all but one of the following: 
1. Diarrhea and loss of weight 
2. Episodes of asthma | 
3. Paroxysmal flushing and patchy cyanosis 
4. Intractable constipation 
5. Disease of the valves of the right side of the heart 


2. The ideal drug for reducing blood pressure in 
acute glomerulonephritis is: 

1. Oral reserpine 

2. To prevent the high incidence of malignant 

4. Parenteral hydralazine 

3. Inability to differentiate from carcinoma 

4. To prevent bronchial erosion 

5. To prevent pulmonary infection 


5. The main reason for surgical therapy in peripheral 
hamartoma of the lung is: 
1. To relieve symptoms 


3. The illustration shown below represents: 
Gumma 

Tuberculosis 

. Aberrant tooth 

Malignant neoplasm 

. Torus palatinus 


6. Amphetamine sulfate should be used with caution 
or not at all in all but one of the following: 

. Hyperthyroidism 

. Hyperexcitable patient 

. Sleepy automobile drivers 
Coronary heart disease 

. Hypertensive heart disease 


7. The Fick principle measures: 
1. Blood volume 

2. Cardiac output 

3. Red cell mass 

4. Extravascular compartment 
5. Diastolic cardiac volume 


8. The main types of worm infestation seen in general 
practice are: 

Ascaris and hookworm 

Oxyuris and Ascaris 

Oxyuris and hookworm 

Strongyloides and Ascaris 

Pinworm and hookworm 
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9. The underlying pathologic lesion in dissecting 
aneurysm of the aorta is: 

1. Syphilis 

2. Atherosclerosis 

3. Cystic medial necrosis 

4. Rheumatic aortitis 


5. Congenital aortic hypoplasia 


10. In the patient whose lateral chest film is shown 
in the illustration at the right, decision to advise 
surgical therapy would be influenced by: 

1. Measurement of venous pressure 

2. Tuberculin skin test 

3. Histoplasmin skin test 

4. Electrocardwgram 

5. Ballistocardiogram 


11. Heritable melanin spots on hands, feet and 
lips suggest: 

1. Grave danger of melanoma 

2. Adenomatous polyps of the bowel 

3. Coarctation of the aorta 

4. Congenital adrenal insufficiency 

5. Diffuse pulmonary disease 


12. Psychomotor epilepsy is characterized by: 
1. Generalized convulsions 
2. Focal convulsions 
3. Purposeful motor activity that is irrevalent and 
for which the patient has amnesia. 
4. Short episodes of staring and loss of consciousness 
5. None of the above features 


13. Vomiting induced by digitalis is most likely to 
be controlled by: 
1. Bonamine 
2. Benadryl 
3. Dramamine 
4. Marezine 
5. Thorazne 


Therapy of a malignant melanoma of the skin is: 
X-ray 
Wide excision 
. Nitrogen mustard 
Electric cauterization 
Wide excision plus regional node excision 


Visceral larva migrans is caused by ingestion of: 
Enterobius vermicularis 

. Larvae of flies 
Ascaris lumbricoides 

. Ancylostoma duodenalis 

. Ova of dog or cat roundworms 


16. One of the following tranquilizing agents occa- 
sionally causes undesirable hypotension: 

1. Chlorpromazne 

2. Meprobamate 

3. Promazine 

4. Phenobarbital 

5. Sodium bromide 


17. The most common complication of underwater 
diving is: 

1. “‘Bends’’ 

2. Air embolism 

3. Aero-otitis 

4. Pneumothorax 

5. Diarrhea 


18. An increase in the number of specialists is due 
mainly to: 

. An increase in internists 

. An increase in obstetricians 

. An increase in general surgeons 

. An increase in ophthalmologists 

. None of the above 


19. The commonest background for bacteremia 
owing to gram-negative bacilli is: 
Operation on small intestine 
Blood transfusion 
. Cholecystectomy 
. Gastrectomy 
. Operation on genitourinary tract 
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LOIS LAMME 


AUTOMOBILE ACCIDENTS rank fourth among the leading 
causes of death in this country. Ejection from cars, 
according to Cornell University’s Automotive Crash 
Injury Research Department, is the leading killer of 
people from ages 15 to 25. 

The bloody statistics march on. At the President’s 
Traffic Safety Conference at Atlantic City on May 1, 
1956, it was announced that on the basis of the present 
trends, by 1966 we may anticipate a 75 per cent in- 
crease in the current number of deaths from automo- 
bile accidents. 

The statistics highlight the proportions of the trafic 
problem. Certainly no one comprehends the gravity of 
the problem in terms of human suffering better than 
the nation’s doctors. But the traffic toll reflects the in- 
difference and utter unconcern of the motoring public. 
In 1955 this country compiled a startling total of 
37,800 deaths, an increase of 64 per cent over 1954, 
and 2,158,000 injuries, an increase of 10 per cent over 
1954, 

There had seemed some cause for optimism in 1954 
because of a slight decrease in deaths and injuries. 
However, in 1955, the most safety-conscious year in 
history, death and destruction made the headlines. 


‘Safety’ by Decree 


Metropolitan Life Insurance statistics show that for 
every person who dies of acute poliomyelitis, roughly 
150 persons die in motor vehicle accidents. Every year 
since 1928, from 30,000 to 40,000 people have been 
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killed in automobile accidents and more than 1,000,000 
have been more or less seriously injured. Last 
year’s toll of 37,800 killed was the worst record in 
14 years. 

These lethal statistics indicate that automobile acci- 
dents are an urgent medical problem. The American 
public, time and again, has seen repeated the fallacy 
of safety by decree. In 1955 the President’s official S-D 
Day served a worth while purpose in focusing attention 
on hazardous highway habits. However, it did not 
cause the slightest decrease in the day’s casualties. S-D 
Day was followed, as in 1954, by the most destructive 
Christmas weekend in history. 

Some of the states, at various times, have waged 
vigorous educational and enforcement campaigns. Al- 
though often their efforts at first seemed successful, the 
accident curve invariably would again rise to its initial 
level. 

Pressure also is developing to incorporate many 
safety features in automobiles—safety belts, special 
padding and other mechanical features. These ad- 
vances, plus the educational programs, are, of course, 
not worthless. They are in part responsible for what- 
ever progress has been made. However, other ap- 
proaches are urgently needed to break the stalemate 
in traffic safety. 


Need New Approach 


Doctors may be the natural leaders in one new ap- 
proach that already is being investigated. Lt. Frederick 
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The driver of this automobile was unscratched when found dead in 
his car at Lansing, Mich. Inference was that heart attack caused him 
to press hard against the accelerator. This crash illustrates the im- 
portance of a renewed, stepped-up effort to control the intolerable 
devastation of highway accidents. Doctors of the nation may become 


leaders in this new frontier of traffic safety. 


L. McGuire, of the United States Naval Hospital, 
Philadelphia, who has made extensive studies of the 
traffic safety problem, recently said, “Our current tech- 
niques are based upon academic principles, and their 
effect has reached a point of diminishing returns. If we 
were suddenly blessed with a great increase in money 
and talent and simply doubled or redoubled our efforts 
with no change in philosophy or methodology, we 
would bring about no proportionate decrease in the 
accident rate. 

“If we are to make significant advances in our acci- 
dent programming, we must do more than simply work 
harder—we must seek a different approach, a different 
definition of the problem. This definition, I believe, 
must be in terms of the personality, attitudes and be- 
havior traits of the individual drivers,” Lt. McGuire 
said. 

There is increasing evidence that the basic person- 
ality of each driver is the largest single cause of acci- 
dents. It also plays an important part in accidents where 
there are other contributing factors. 

“In all accidents on our highways, vehicle defects 
are listed as being involved less than 5 per cent of the 
time,” Lt. McGuire wrote recently in the U.S. Armed 
Forces Medical Journal. “Also, there is no evidence to 
indicate that the design and engineering of the road 
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and such factors as weather are the cause of more than 
a small percentage of the accident total. In addition, 
all evidence gathered over the past 30 years indicates 
that such physical factors as vision, hearing, reaction 
time, et cetera, play but a very small part in accident 
production.” 


Notable Aloofness? 


Some physicians are beginning to take a hard look 
at the depressing statistics. Some of them believe that 
medicine has failed to meet this formidable challenge. 

Dr. H. S. Hoffman, Washington, D.C., an active 
member of several traffic safety advisory committees, 
points out that in other serious medical problems, in- 
cluding industrial accidents and occupational dis- 
eases, the profession has been active and efficient for 
many years. 

Dr. Hoffman wonders whether doctors merit the 
evaluation recently given them by a top official of a 
national organization of automotive engineers and ad- 
ministrators, namely that, “Doctors, for the most part, 
have displayed a notable aloofness from participation 
in community traffic safety efforts and have contribut- 
ed far less as a group than they are capable of in the 
preventive aspects of the problem.” 


See New Specialty 


Whereas the basic responsibility of the medical pro- 
fession always has been to treat motorists’ injuries, 
other serious responsibilities are being added, includ- 
ing crash-impact engineering and so-called human en- 
gineering. 

The problem seems to involve preventive medicine. 
Some physicians looking into the problem see the 
possibility of a new medical specialty. Some point to a 
vast field for improvement of archaic examining, li- 
censing and insuring of motorcar drivers. 

This multifaceted problem will require cooperation 
with highway engineers, car designers and public off- 
cials. On the part of physicians, it will require con- 
centration on the weakest link in the highway safety 
chain—the human ingredient. 

Traffic safety is everybody's business. An increasingly 
large number of people are making it their business, 
and their concentration on the problem is intensifying, 
broadening and yet becoming more specific. 


Inspect Automobile Plants 


A special House subcommittee has started exploring 
the advisability of a federal highway patrol and is look- 
ing into the related questions of a federal driver's 
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Ascene that is too familiar: Deaths from automobile accidents climbed 
to 37,800 in 1955, about 2,500 more than the year before and the 
highest number in 14 years. In a concerted effort to cut the steadily 
rising toll, a congressional study of highway mishaps is now under 
way. A special House subcommittee is taking a close look at the car 
per se, to study such matters as relative strength of carbon steel used 
in bumpers, safety of car interiors and automotive braking power. 


license and a national system of compulsory mechanical 
inspection of the 64,000,000 motor vehicles registered 
in the United States. The committee is authorized to 
study the whole broad problem of traffic accidents and 
to determine what action, if any, the federal govern- 
ment should take in assisting state and local safety 
programs. 

As part of its inquiry, the committee is making an 
inspection tour of all major auto plants. It will seek 
expert technical opinion on whether such things as 
automobile bumpers and bumper supports are as strong 
as they should be for maximum safety to car and pas- 
sengers. It will compare the strength of carbon steel 
now used in bumpers and spring steel used in bumpers 
of prewar vintage. The safety of car interiors, crash 
_ pads, and the elimination of all protruding knobs are 
other items that will come under scrutiny. 


Medical Data a ‘Must’ 


The Indiana State Police, in 1949, originated a re- 
search project, which with the cooperation of the medi- 
cal profession, has led to safety features in automobile 
design. In 1952, the state program became affiliated 
with the Cornell University Crash Injury Research De- 
partment in investigating fatal factors in automobile 
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accidents. Since then several other states have added 
depth to the statistics by cooperating similarly with 
Cornell. 

Attempts to coordinate features of current car de- 
sign with specific injuries are being made by several 
groups. These researchers have implicated certain 
features of modern interior automotive design as re- 
sponsible for many injuries, naming especially the 
windshield, the dashboard, and steering controls. They 
have also criticized some structural elements of the 
automobile as a whole on matters having to do with 
over-all strength and ductility under crash collapse 
conditions. 

Although these are problems of engineering and de- 
sign, improvements must rest upon medical data. 

Several accomplishments can be claimed. These in- 
clude knowledge of bodily tolerance to impacts under 
predetermined conditions of force transmission, defi- 
nite data on importance of a strong occupant compart- 
ment, and information on the practicality of some type 
of safety barrier interposed between occupants and 
potential injury areas. An efficient barrier would elim- 
inate the urgent necessity for redesigning the cabin 
interior. Another safety device, a head rest, is being 
proposed to protect drivers and passengers from whip- 
lash injuries to the neck. 
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Safety Belt Valuable 


John O. Moore, research associate of the Cornell 
research department, has this to say of the safety belt: 
“It is our opinion that it is the most important single 
device that is available for all automobiles in a price 
range which can be afforded by the average car owner.” 

Authorities seem to agree that eventually a method 
must be developed whereby the passenger is automat- 
ically and instantaneously restrained during a crash. 
The best device so far seems to be the safety belt, but 
there remains the problem of getting the average 
motorist to use it. In the words of Denver’s traffic 
manager, John A. Bruce, “Persons who scoff at fasten- 
ing a safety belt should remember that one person is 
killed in the United States in traffic accidents every 15 
minutes and that one person is injured every half 
minute.” 

Traflic safety is being promoted on another broad 
front. In the spring of 1956, President Eisenhower ap- 
pointed a Committee for Traffic Safety, headed by 
Harlow H. Curtice of General Motors and directed by 
Rear Admiral H. B. Miller. Two officers of each state 
medical society attended regional conferences of this 
committee across the nation in May. 

These meetings, which were extensions of the 1954 
White House Conference on Highway Safety, were 
organized to promote a renewed, stepped-up effort to 
develop organized citizens groups in every state and 

community to support full application of proved traffic 
safety techniques. President Eisenhower defined the 
really big job of the national and regional meetings as 
one of “mobilizing public opinion in support of both 
reasonable and necessary action.” ‘Once this has been 
done,” he said, ‘we can expect the kind of results the 
public welfare demands.” 


Several Groups Active 


Rather than examining the technical phases of traffic 
safety, the delegates concentrated on the question of 
how they might best work for traffic safety in their 
home communities. Traffic safety techniques are set 
forth in the Action Program adopted in 1946 and re- 
vised periodically since that time. The program in- 
cludes recommendations on laws and ordinances, 
public information, accident records, enforcement, or- 
ganized public support, education, motor vehicle ad- 
ministration, and engineering. 

Other agencies are also getting into the study of 
general highway safety. An investigation by the United 
States Bureau of Public Roads was authorized by the 
Federal Highway Act of 1956 and will commence next 
year. The prestige and importance of the Bureau of 
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Public Roads were advanced in the last days of Con- 
gress by a bill calling for appointment of a fecleral 
highway administrator under direct command of the 
Secretary of Commerce. 

The latest Governors’ Conference set up a special 
committee on the subject, which is mainly interested 
in getting uniform motor vehicle laws and enforcement, 
along with development of state and community-wide 
programs of safety education. 

Until recently the role of the doctor in the preventive 
phase of traffic safety was apparent only in isolated in- 
stances. In 1919, the Michigan state legislature estab- 
lished a psychopathic clinic of the recorders court in 
Detroit. The recorders court is an equivalent of the 
municipal court found in many cities. This clinic func- 
tioned to examine mentally for the court, individuals 
convicted of felonies. In 1936, a separate division of the 
clinic was established to give special study to problem 
drivers. Dr. Hoffman reports that this clinic seems to 
have had a real and beneficial effect. He says that since 
1950, a somewhat similar project has been in operation 
in California and that results there also have been con- 
sidered definitely worth while. Only in recent years 
have there been any attempts to establish such clinics 
in other parts of the country. 


Driving Is a Privilege 
The District of Columbia Medical Society has ap- 


pointed a traffic advisory committee that acts as a re- 
viewing body for the director of traffic in cases of 
drivers who present conflicting reports from two or 
more doctors. Similar committees are functioning ina 
few other cities. However, Dr. Hoffman says that the 
cooperation of these groups is far from efficient and 
that the action they take is rarely consistent in similar 
cases. 

**Recommendations are apt to be far from objective,” 
Dr. Hoffman continued. ‘This may be due in part to 
the fact that many people do not realize that a permit 
to drive is not an individual’s right, but a privilege to be 
granted by licensing authorities after they have been 
satisfied that an applicant is physically, mentally and 
emotionally fit and is skillful enough to drive a car.” 

Dr. Hoffman points out that without establishing 
minimal standards of physical, mental and emotional 
levels or proper evaluation of the impact of drugs on the 
driver, it is difficult if not impossible for the individual 
doctor to function properly. A lack of these standards 
causes much confusion and frequently a great deal of 
embarrassment both to the individual physician and the 
licensing authorities. 

‘Why group action has not been taken by the medi- 
cal profession to establish necessary standards is not 
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clear,” Dr. Hoffman asserted. “It is, of course, com- 
mon knowledge that the medical profession has been 
doing a tremendous job in the treatment of injuries. 
Many lives have been saved and many crippled indivi- 
duals restored to usefulness and gainful occupation.” 

Certainly available statistics present a formidable 
medical problem, and there is increasing evidence that 
the medical profession is beginning to turn its special 
training and knowledge to the preventive aspects of the 
situation. 


Study Human Factors 


New York State is starting a new study into human 
factors in traffic accidents, described by Governor Har- 
riman to hold promise of “dramatic long-range ad- 
vances in prevention.”’ The program will be carried out 
by a driver research and testing center, and findings will 
be made available to other states. 

The program will carry out these basic objectives: 

To develop testing procedures to identify drivers 
whose attitudes, habits, physical and mental character- 
istics make them potentially unsafe drivers. It will in- 
clude methods to influence their behavior, and training 
programs for driver licensing examiners; 

To provide medical consultation services to the motor 


vehicle commissioner for evaluating drivers with phys- 
ical or mental disabilities ; 

To examine, evaluate and make recommendations to 
the commissioner on accident repeaters and persistent 
violators in all age groups, and on drivers over 65 years 
of age involved in accidents. 

A nine-man staff will operate the center, which will 
have a research director and the part-time services of 
physicians. The staff will be on the Motor Vehicle 
Bureau payroll but will be supervised by the Health 
Department. 

The University of Michigan Medical School has es- 
tablished an Accident Trauma Injury Committee to 
ascertain how much ofa road hazard is presented by the 
mentally or physically handicapped. The study will 
consist of three sections: (1) medical problems—that 
of accident prevention, particularly among the physi- 
cally and medically handicapped; (2) surgical prob- 
lems—injury combinations and the most effective re- 
habilitation programs; and (3) basic science problems 
—the effect of deceleration on the body, vision and 
hearing. 

A review of the medical profession’s increasing in- 
terest in traffic safety is encouraging. Doctors are 
beginning to accept the challenge to help control one 
of the nation’s most killing “diseases.” 


‘Empty Calorie’ Diets 


MALNUTRITION on a large scale was revealed at a recent 
New England Conference on Human Nutrition. Consump- 
tion of “empty calorie” foods—those which contain no or 
very little protein, essential minerals and vitamins—has 
been mounting in the United States since 1910. 

The portion of the average diet composed of “empty 
calories” has risen since 1910 from one-fifth to one-third 
of the total consumed. This increase has been at the 
expense of nutritionally superior foods, said Dr. Seymour 
L. Halpern, physician in charge of the Nutrition Clinic 
of the New York City Health Department. He reported 
that malnutrition is found in all age groups and at all 
economic and social levels. 

Other nutrition experts explained that teenagers, older 
people and overweight people comprise the largest group 
of the 10 to 30 per cent of the population who have poor 
diets. Sugars and cooking fats are the principal sources 
of the “empty calories,” and the most prevalent deficiencies 
are in calcium, vitamin A and vitamin C. Protein, iron, 
Vitamin B; and riboflavin deficiencies are encountered less 
frequently. 
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The character of nutrition throughout life is thought 
to be one of the principal factors determining longevity 
and influencing the development of chronic illness. Dr. 
Halpern said that atherosclerosis, osteoarthritis, diabetes, 
senility and other disturbances may result from repeated 
biochemical insults to the tissues because of poorly bal- 
anced diets. Vitamins A and C deficiencies are especially 
bad for teeth. 

Many men who were subjected to severe malnutrition 
in World War II prison camps still suffered from reduced 
physical and mental efficiency eight years after their re- 
lease, although no organic disease could be found. Others 
had developed a wide range of disabling diseases and had 
experienced a mortality rate of two to five times that 
expected. 

A low fixed income is a major factor in the nutrition 
problem of the aged population. Additional factors con- 
tributing to the problem are inaccessibility of markets, 
lack of nutritional knowledge and inadequate preparation 
of food. 

Dr. Halpern stressed the importance of vitamins but 
recommended their use only as a temporary measure. 
They should always be multiple vitamin preparations which 
contain a well-balanced formula, he said. 
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Medical Care Insurance. . . 
NEW PLANS FOR OLDER PEOPLE 


4. F. FOLLMANN, JR. 


The article which follows outlines methods being developed 
by insurance companies to help older people finance medi- 
cal care costs. The author is director of information and 
research for the Health Insurance Association of America. 
— PUBLISHER 


NO ONE CAN EXAMINE the problems of older people with- 
out becoming acutely aware of the many complex 
facets involved in financing their medical care costs. A 
great many people and numerous organizations are 
today concerned with the problems of old age. 

Insurance plays an increasingly important role in 
meeting the medical costs of older people. The high 
incidence and duration of illness in old age, the conse- 
quent higher costs of medical care, and the parallel 
reduced income of older people present problems re- 
quiring further experiment by insurance companies. 
Various approaches need to be explored and these, in 
turn, sorely need data on which claims costs can be 
reasonably estimated. 

Many forms of insurance available to oldsters today 
have come into being only in the past few years. Many 
of these plans are largely experimental. There is still 
much to be learned about the older person and his 
medical care costs. The rapid evolution going on in the 
field of medical treatment and the increased use of less 
costly though adequate medical care facilities will play 
an important role. 


Senior Citizens Increase 


Today 8.4 per cent of the nation’s population, more 
than 14 million persons, are over 65 years of age. This 
number may grow to 21 million by 1975. With ad- 
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vancing age, these oldsters’ medical care is costly, 
either to themselves or to the community; and the 
burden is greater since it comes at a time in life when 
income is often reduced. 

The proportion of employed older people drops as 
they become progressively older. Percentages of males 
employed as of April, 1953, (the latest figures) were: 


65-69 years of 60 per cent 
70-74 years of age.............- 40 per cent 
Over 75 years of age. . . .20 per cent (approx.) 


Employment among females is less. 

The future is brighter for the oldsters, however, 
since savings, life insurance and home ownership have 
been increasing. More pension funds have been es- 
tablished, and there have been recent increases in social 
security benefits. An estimated 30 per cent of the 
oldsters have funds from current income and 67 per 
cent have income from other sources with which to pay 
their medical care costs in whole or in part. The 
median worth of persons over 65 is about $8,400. 


Greater Vistas for Insurance 


In this picture, private voluntary insurance plays an 
important and helpful role. The history of private 
medical care and hospital insurance has been marked 
by expansion; and there is no reason to expect that 
this growth will cease in the foreseeable future. 

In 1955, 108 million persons in the United States 
had some form of hospital expense insurance protec- 
tion. Percentage increases for a three-year period were: 


6.2 per cent over 1954 
10.5 per cent over 1953 


Also in 1955, more than $34 billion was received by 
people insured by accident, health and hospitalization 
insurance policies and by Blue Cross, Blue Shield and 
other plans. This amount was an increase of: 


17.2 per cent over 1954 
28.5 per cent over 1953 


In addition to the 108,000,000 persons covered for 
hospitalization, 5,300,000 persons now have major 
medical expense insurance policies. This is a recent 
development in the insurance field and one which has 
aroused much interest, as shown by a growth in the 
number so insured in 1955 of: 


140.9 per cent over 1954 
224.2 per cent over 1953 


Many of these insured persons are over 65 years of 
age, although the exact number is not known. Reliable 
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estimates indicate that from 26 to 35 per cent have 
some form of health insurance. Availability of insurance 
to older persons has increased rapidly in very recent 
years as a result of experiments being conducted by 
insurance companies. 


Extend Age Limits 


With respect to insurance policies written on indi- 
viduals or families, a recent survey indicates that, of 
186 companies queried, 106 will consider new risks for 
hospital expense insurance above age 60. The age to 
which these companies will consider new risks varies, 
with two companies considering to age 85 and 11 stating 
no age limit. The age to which companies will consider 
continuing policies is higher. Half of the companies 
queried had no age limit for renewal of the coverage, 
and 15 would renew to age 75. In recognition of the 
substantially higher claim costs encountered in insur- 
ing this segment of the population, 25 per cent of the 
companies increase the premium charge after age 61. 
Ten per cent automatically reduce the maximum daily 
benefit in the later ages to avoid a premium increase. 

The average maximum benefits offered to oldsters by 
the insurance companies, according to the survey, are: 


$13 daily hospital benefit payable for 30 days 
Miscellaneous benefits of $130 


Surgical benefits up to $248 
In-hospital doctor visits at $3 per visit 
In-hospital nursing service at $10 a day 


These policies, being sold to individuals and families, 
are individually underwritten and the person must 
qualify under the underwriting standards of the in- 
surance company both for the issuance of the policy 
and for its continuance. By this method, the costs of 
insurance to older persons are kept at a reasonable 
level. This is particularly important at the time of life 
when income is often reduced. Some of these policies 
are written ona guaranteed renewable basis, others are 
not. The former have somewhat higher premiums. 


Try New Concepts 


One very recent development, although it is still an 
experiment, is of great interest to everyone concerned 
with the problem of older persons meeting the costs of 
medical care. One company, cognizant of the fact that 
the desirable form of policy would be one which was 
paid-up at normal retirement age, has recently an- 
nounced such a hospital expense policy. The concept 
is that of enabling the policyholder to purchase his 
insurance during his productive years, as has been 
done for many years in life insurance. 

With respect to group hospital expense insurance, 
usually covering groups of employees and paid for in 
whole or in part by the employer, a recent survey of 43 
companies writing 72 per cent of group accident and 
health insurance indicates that 37 of the companies 
make the same coverage available for active over-age 
employees as for others. The other six companies limit 
the coverage in certain ways. Therefore, employed old- 
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Older people tend to be sick more often and for longer periods of time. 
These factors mean higher medical care costs at a time when their 
income may be substantially reduced. The problem requires further 
Study by the nation’s health insurance industry. 
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sters can be provided for where group insurance plans 
are in force. 

More recently, insurance companies have been ex- 
perimenting with continuation of group insurance 
coverage on retired employees. Of 43 companies sur- 
veyed, 36 will write retired employees and their de- 
pendents. Thirty-four terminate the dependent cover- 
age at the death of the retired person. Nineteen of 
these companies offer the same benefits provided for 
under the original group insurance policies, the others 
somewhat reducing or limiting benefits on retired per- 
sons to cut the cost accordingly. Additional cost for 
covering the retired employees, generally about double, 
is borne in a variety of ways. 


Indirect Benefits Available 


There is another fairly recent development in group 
insurance which is important to older people. A great 
many insurance companies today let policyholders 
convert group insurance to an individual or family 
policy upon termination of employment or member- 
ship in the group. Coverage in such cases is similar to 
original coverage under the group policy, although 
benefits are often reduced in later years, again, to re- 
duce costs. Such converted coverage generally covers 
pre-existing conditions, but the company reserves the 
right to refuse renewal. The right is seldom exercised 
and then usually only to prevent the policyholder from 
pyramiding his insurance coverage and hence increas- 
ing the probability of abuse. There is generally no age 
limit either for conversion of the coverage or for con- 
tinuance of the converted coverage. 

Insurance plays an important role in other ways in 
assisting older people to pay the costs of medical care. 
Traditionally, life insurance funds have been used in 
part to pay the costs of the last illness of the policy- 
holder. They also are available to the beneficiary to 
cover the costs of illness. Annuities, loan values, and 
total and permanent disability benefits are also avail- 
able to defray the cost of medical care. Of further help 
are Workmen’s Compensation benefits for employed 
oldsters and medical payment benefits from automobile 
and general liability policies. 


Further Experience Vital 


An important fact to remember about the develop- 
ment of insurance for medical care costs of older people 
is its relative newness. Major medical expense insurance 
is only five years old. Individual insurance policies 
which become paid up at older ages are not yet a year 
old. This means that much of this coverage is still 
experimental. It means that experience must be gained 
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before further broad steps can be taken. It calls for 
constant re-examination, adjustment and experimenta- 
tion, to meet the continually changing patterns of 
medical care. 

Further action on this difficult problem might be 
charted on the basis of the following recommendations; 

1. Private insurance mechanisms should remain, 
with a sense of urgency, aware of the need to find the 
best possible ways to insure older people. They should 
continue to find means of broadening the base of 
existing insurance, remain alert to providing benefits 
suitable to the needs of older people, and continue to 
strive toward insurance mechanisms which take cog- 
nizance of the economic status of the aged. This latter 
might include paid-up individual insurance; continua- 
tion of group insurance after retirement; and, to reach 
those already past 65 and not insured, consideration of 
the possibility of including aged persons in the de- 
pendent coverage although there may be present 
statutory impediments to this. 

2. All persons concerned should remain aware that 
a great many forces come to play in approaching this 
subject and that there is no one solution, no ready 
panacea. 

3. Close liaison should be established between pro- 
viders of private insurance and providers of medical 
care so that care for the aged can proceed rapidly toa 
less costly but equally satisfactory basis. This evolu- 
tion can greatly aid the efficacy of private insurance. 
Insurance must not be placed in a position of un- 
wittingly impeding this evolutionary progress. On the 
other hand, insurance can only adapt itself to that 
form of care which exists. Proper liaison should help 
bridge the gap. 

4. Educational material should be provided on a 
broad scale so that the general population is made and 
kept aware of this problem of old age and so that 
it will learn, with budgeting, saving and insurance 
to provide for the problem in the productive years. 
All people should be made aware of what can be 
accomplished through private insurance. They also 
should be educated to understand the insurance 
mechanism. 

5. The phenomenon of progressing from unknowns 
to knowns, of reducing impressions to facts, is arduous, 
often long, and sometimes painful. The unknowns— 
the problems—are often easy to discern, particularly 
when they are on someone else’s doorstep. The solu- 
tion, the point of action, is often difficult. The field of 
private insurance is today keenly alert to the problem 
of financing the costs of medical care for older people. 
It has made tremendous progress. More will be made 
as experience is gained and as experiment has an op- 
portunity to ripen. 
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Here is an example of how the medical staff of a hospital 
utilized the Academy's recommendations on hosfntal staff 
organization. The Oakwood Hospital has 233 beds and a 
medical staff of more than 160 members. Half of these 
physicians are general practitioners. Dr. Joseph Hickey, 
a member of the Commission on Hosjitals, was active in 
initiating the plan and in making it operate-—PUBLISHER 


OAKWOOD HOSPITAL’S 
GENERAL PRACTICE DEPARTMENT 


JOSEPH HICKEY, M.D. 


EVERY ADVANCE IN MEDICINE, whether in the art of med- 
icine or in scientific achievements, presents new prob- 
lems. The changing medical practice and the changing 
society present a number of problems difficult to solve. 

Modern hospital medical staff organization is one of 
these problems, particularly in a highly departmental- 
ized hospital. The well-departmentalized hospital of to- 
day has at least three major clinical departments— 
medicine, surgery and obstetrics. If the hospital staff 
has organized a general practice department, general 
practitioners will have privileges in the clinical de- 
partments, but for administrative purposes they belong 
to the general practice department. 


Ability Is Criterion 
The medical staff of Oakwood Hospital, Dearborn, 


Mich., has a general practice department with repre- 
sentation on the executive committee and all commit- 
tees involved in the hospital staff. 

Members of the department of general practice indi- 
vidually participate in any clinical service for which 
they can qualify. They are subject to the jurisdiction 
of the clinical specialty involved. Evaluation of their 
clinical abilities is based upon the quality of their indi- 
vidual training, judgment, skill and results. 

The general practitioner accorded staff membership 
in the Oakwood Hospital is permitted to engage in the 
hospital in the practice of internal medicine, pediatrics, 
obstetrics and surgery, as determined for each individ- 
ual applicant by the credentials committee upon the 
recommendation of the chiefs of services, and the chief 
of the general practice department. 

Members of the general practice department who be- 
lieve themselves qualified by former training, precep- 
torship or experience, to engage in more advanced 
work within a clinical service must apply for such 
privileges in the following manner: 

1. Their application, stating training and reasons 
for the request for privileges and including such en- 
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dorsements from preceptor, et cetera, as the applicant 
may possess, is addressed to the administrator of the 
hospital. 

2. Within 30 days, the hospital administrator deliv- 
ers the application and enclosed credentials to the 
chairman of the credentials committee. 

3. The credentials committee communicates with the 
chief of the general practice department and the chief 
of the clinical service in which privilege is requested, 
to evaluate the applicant. 


Provide Trial Period 


The chief of the clinical department involved and the 
chief of the general practice department agree that the 
applicant deserves a period of clinical observation and 
trial, or they decide that he does not warrant it and 
recommend that such additional privileges not be con- 
sidered at the time. The recommendation is submitted 
to the credentials committee, and its recommendation 
is forwarded to the executive committee. 

After a period of observation and trial, the credentials 
committee makes a final recommendation concerning 
these privileges to the executive committee. The pro- 
bationary period is usually six months. Action of the 
executive committee is conveyed to the applicant by the 
hospital administrator in the usual manner. Any appli- 
cant who has been rejected may not reapply for one 
year from the date of his rejection. 


General Practice Responsibilities 


Obstetrics. In the department of obstetrics and gyne- 
cology, general practitioners deliver about 50 per cent 
of the obstetric cases. A credentials committee, con- 
sisting of several members of the general practice de- 
partment, reviews all the credentials of those wishing 
privileges in their department. A card system contains 
the qualifications of each member of the general practice 
department. These qualifications are based on the gen- 
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HOSPITAL STAFF ORGANIZATION CHART 


Medical Staff 


Executive Committee 


This chart shows how a general practice department fits into the 
medical staff organization structure at Oakwood Hospital, Dear- 
born, Mich. 


eral practitioner’s judgment, individual training, skill, 
and results. The credential cards may be re-evaluated 
and either up-graded or down-graded from time to time 
by the chief of the obstetrics department and the chief 
of the general practice department. These cards are 
kept in the delivery room and are accessible to the 
department chiefs. 

Surgery. The medical staff is composed of 50 per cent 
specialists and 50 per cent general practitioners. Eleven 
general practitioners hold privileges in the department 
of surgery. 

Administration. Medical administration implies de- 
ployment of personnel, maintenance of service, and 
record-keeping. It does not include responsibility for 
quality of professional work in the clinical services. In 
medical administration, the department of general 
practice is responsible for: 

1. Administration of training programs wherein gen- 
eral practitioners come into the hospital for intensive 
training, or wherein general practitioners seek precep- 
torship training. 
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2. Participation in administration of intern and resi- 
dent training programs. 

The general practice department participates in all 
administrative staff activities. It promotes proper ad- 
ministration of the hospital’s professional services and 
more definitely fixes the responsibility of general prac- 
titioners. 

Members of the general practice department ap- 
pointed to the active staff vote, hold office, and serve 
on the active staff committees. The department of gen- 
eral practice is equitably represented on all of the staff's 
standing and special committees. 

Education. It is a responsibility of members of the 
general practice department to participate in education 
of interns, residents and nurses. The intern is a general 
practitioner in training and should be trained with this 
in mind, Participation in selection of his academic cur- 
riculum and in arrangements for his instruction are 
responsibilities of the general practice department. 

Residents in general practice are chosen from interns 
who have indicated a desire to train more intensively 
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for general practice. At present, there are eight general 
practice residents. 


Permit Preceptorship Training 


The department of general practice provides the 
resident with an opportunity to become familiar with 
medical and economic aspects of such a practice and 
also provides consultative aid of specialty departments. 

The Oakland staff believes that the presence of so 
many active general practitioners accounts for the 
great variety of clinical cases. 

The department of general practice is responsible for 
stimulating its members to continue medical study and 
training. In meetings and on the wards, the depart- 
ment seeks to provide outlets for this interest. To facil- 
itate advanced training of active general practitioners, 
the hospital permits preceptorship training in the hos- 
pital. The preceptors are fully qualified in their partic- 
ular clinical fields. The staff recognizes the general 
practitioner’s right to work under their direction and 
accords additional privileges to general practitioners 
who have secured the endorsement and supervision of 
qualified preceptors. The extent of this preceptorship 
training is determined by each individual clinical serv- 
ice of the hospital in collaboration with the credentials 
committee. 

To stimulate interest in the continuation of medical 
training, the general practice department offers its 
members the following program: 


A six-week course consisting of two hours of lectures 
per week on subjects chosen by the general practice 
department. The lectures consist of the most popular 
subjects in medicine, surgery, obstetrics, pediatrics 
and the art of medicine. The course is fairly well at- 
tended and is given in cooperation with all other de- 
partments of the hospital. 

In addition, the general practice department con- 
ducts grand rounds, staff conferences, monthly med- 
ical-pathologic conferences, and a staff meeting every 
three months. 

The teaching program is based on the belief that the 
principal attributes of hospital teaching lie in bedside 
instruction. To this end, both private and staff patients 
are freely used for teaching purposes. Regularly con- 
ducted bedside rounds are held in all departments of 
the hospital. 

The integration of the general practice department 
with other departments at the Oakwood Hospital is 
quite complete. At first there was some confusion and 
suspicion, both of which have now disappeared and 
have been replaced with the feeling of friendly co- 
operation. 

The general practitioner in Oakwood Hospital is 
well respected in all of the departments and seldom 
abuses the privileges of the department in which he is 
working. He realizes the need for cooperation and con- 
sults with specialists when it is indicated. He receives, 
in turn, excellent cooperation from all departments in 
the hospital. 


WHAT OTHERS ARE SAYING... 


Steps Toward Broader Health Insurance 


IN sHaRP contrast to other leading nations, the United 
States has so far rejected compulsory health insurance. 
Opponents of “socialized medicine” have stressed the ad- 
vantages of private practice and purely voluntary insurance 
plans. But recent surveys show that only about one-eighth of 
physicians’ charges and one-half the expenses of hospital 
care are yet covered by such plans, while almost a quarter of 
the families with incomes under $5,000 go into debt for 
medical care each year. President Eisenhower has urged 
Congress, without success, to encourage insurance organiza- 
tions to offer broader benefits to those insured and to widen 
their coverage of the population. 

Happily, New York State is not waiting for federal action 
but is taking the first steps toward this objective. Last year 
the legislature set up a Joint Committee on Health In- 
surance Plans, of which Senator George R. Metcalf is chair- 
man, to make a thorough study and report on how volun- 
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tary health insurance “can be extended to the greatest 
number of people.” With the help of the Columbia Uni- 
versity School of Public Health, the committee is now ask- 
ing the leading insurance companies and nonprofit plans for 
full details of their operations. Its findings will reveal the 
“gaps” in their coverage—both the number and kinds of 
people who are not included and the inadequacies of the 
protection given to those who are. Hospital insurance has, 
of course, made great strides in the past few years, but 
farmers, migratory workers, the self-employed and people 
over 65 are relatively uncovered. Also, existing plans give 
much greater protection against the economic hazards of 
hospital bills than of doctors’ bills. 

The end product of the committee’s work will be both 
negative and positive. The report will include proposals for 
legislative curbs on abuses in present practice as well as 
measures to promote wider and more adequate coverage. 
Its most immediate use will be to guide the Temporary 
Health Insurance Board in effecting a comprehensive in- 
surance plan for the state’s 80,000 employees. The Metcalf 
Committee deserves wholehearted support in its important 
quest.— The New York Times, Aygust 8, 1956. 
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Human Ovulation and Fertility. By Edmond J. Farris, Ph.D. Pp. 
159. Price, $6.50. J. B. Lippincott Co., Philadelphia, 1956. 


Dr. Farris, who originated the rat hyperemia test, often 
referred to as the ‘‘Farris Test,” for determination of ovula- 
tion time, has written a concise, well-documented book 
that should be of great value to the clinician in managing 
problems of the childless couple. Some of the outstanding 
features covered are: a new, uncomplicated formula for 
calculating the day of ovulation ; limits of the fertile period ; 
anew, simple pregnancy test which any general practitioner 
can use with a minimum of equipment and time, presenting 
accurate information as early as the thirteenth day; and 
other practical data and remarks which are of great value 
to the physician in counseling his infertile patients. 

One of the outstanding features is a thorough discussion 
of the many aspects of insemination. 

The general practitioner is usually the counselor to the 
family. Certainly he must be well versed in this field if he is 
to maintain the doctor-patient relationship in this situation. 
The reviewer is convinced that the average general practi- 
tioner will be much better equipped to handle this difficult 
problem after reading Dr. Farris’ Human Ovulation and 
Fertility. —SamuEL A. GaRLAN, M.D. 


Advances in Internal Medicine. Vol. VIII. By William Dock, M.D. 
and I. Snapper, M.D. Pp. 354. Price, $9.00. Year Book Pub- 
lishers, New York City, 1956. 


Eicur srier, well-written monographs cover as many small 
facts in the field of internal medicine. They range from 
esophageal motor function through biochemical and en- 
docrine problems to chemotherapy. Each article is inde- 
pendent of the rest but covers a limited subject thoroughly. 
Liberal use is made of subheadings, and the index is very 
complete, making the material readily available for future 
reference. Doctors familiar with the other seven previous 
yearbooks in the series will find this eighth volume a valu- 
able addition. 

To comment on a few topics: Franz Ingelfinger discusses 
the hypothetical causes of gastroesophageal reflux on the 
basis of the anatomic, physiologic and radiologic evidence. 
The recent literature on the etiology and treatment of pep- 
tic ulcer is summarized by Kirsner, Kassriel and Palmer. 
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Practitioner's Bookshelf 


An excellent short treatise by Bernard Lown describes the 
salient features of potassium metabolism, especially in 
relation to digitalis effect. 

Stimulating questions on the possible role of trace metals 
in chronic diseases are raised by Henry Schroeder of St. 
Louis. Few definitive experiments have been performed in 
this field. It is known that many trace metals are essential 
elements of enzymes for bacteria, plants and human be- 
ings. What has not been explained is the reason that cop- 
per, for example, should occur in much higher concentra- 
tion in brain and liver tissue than in other organs. The 
pattern of life on earth can be profoundly modified by re- 
duction, accretion or substitution of these metals, as we 
know from studies on plants; Dr. Schroeder has contri- 
buted to our knowledge of their function in mammalian 
metabolism. As he says, ‘““The possibility of one or more 
chronic diseases being produced in part by gradual accu- 
mulation of certain abnormal metals is real; if so, one can 
readily imagine the subject as a new frontier in medicine.” 

This book constitutes an excellent source for the intern- 
ist and for the general practitioner interested in internal 
medicine. The lucid, conversational style of each article 
makes reading easy. The freshness of material puts the 
reader on the threshold of unexplored fields of research. 

—Daniet M. RoceErs, M.D. 


Clinical Hematology. By Maxwell M. Wintrobe, M.D. Pp. 1,184. 
Price, $15. Lea & Febiger, Philadelphia, 1956. 


THIs FOURTH edition retains the features which have made 
previous editions so valuable: scholarly thoroughness, ex- 
tensive up-to-date bibliography at the end of each chapter, 
up-to-date revisions in the text, and complete index. 

Much new material is included in the fourth edition, and 
large sections of chapters have been entirely rewritten. 
There are now 20 full-page color plates and the color re- 
production is generally very good. 

New information amply covered in this edition includes: 
newer concepts of production and destruction of red cells; 
hemophilia-like disorders; newer blood groups and blood 
transfusion problems; the role of antibodies in acquired 
hemolytic anemias ; a discussion of the hemoglobinopathies, 
their interrelationship and significance; the role of platelet 
agglutinins in idiopathic thrombocytopenia; and a dis- 
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cussion of the various agents used in the treatment of the 
leukemias and lymphomas. The use of CB 1348 and 
azaserine, drugs not yet on the market, is included in this 
discussion. 

The anemias are particularly well covered in this text. 
Three hundred and seventy-three consecutive pages are 
devoted to the anemias, in addition to 120 pages on the 
structure, requirements for development, etc., of the red 
cell. 

It is difficult to find defects in this text. However, 
the reviewer believes it is unfortunate that Dr. Wintrobe 
does not present the recommendations of the committee 
for classification of the Nomenclature of Cells and Diseases 
of the Blood and Blood-Forming Organs, Second Report, 
1949. 

In seven years of teaching this newer nomenclature of 
blood cells to medical students, this reviewer has been im- 
pressed by the ease with which it is learned. 

In a rather large experience with chronic iron deficiency 
anemia, this reviewer in no instance has been able to con- 
firm the statement on page 742 (which has been carried 
forward from previous editions) ““—in at least a third of 
the cases of hypochromic anemia of later life, the spleen 
has been palpable.” 

In this reviewer’s opinion, however, this fourth edition, 
as previous editions, is completely unrivaled as a complete, 
authoritative, up-to-date text of hematology. 

—Cuartss E. Ratu, M.D. 


always 


considered 


Alcoholism. Edited by George N. Thompson, M.D. Pp. 480. Price, 
$9.50. Charles C Thomas, Springfield, Ill., 1956. 


Tuis 1s the best book on alcoholism I have ever reac. 

This statement, however, may not be proof enough, so it 
must be added that it was written by 11 experts in their 
fields: Hugh A. Edmondson, Ernest M. Hall, Rolla N, 
Harger, Harold R. Hulpieu, Harold E. Himwich, Joseph 
Hirsh, Albert A. Marinacci, Richard O. Myers, J. M. Niel- 
sen, and Alonzo Y. Olsen. 

The book could have been written in at least two volumes 
but is condensed into 480 pages. The first chapter covers 
all phases of alcoholism, from a description of the kinds of 
alcoholics, their drinking patterns, marriage and divorce, 
delinquency, crime, traffic accidents and Alcoholics 
Anonymous. In short, it clearly defines alcoholism in its 
relation to religious, industrial, legal, public health and 
social considerations. 

The second chapter on Pharmacology of Alcohol is as 
easy to read as fiction and tells of all sources of alcohol, how 
it affects the body and what happens to it. 

Subsequent chapters on Pathology of Alcoholism, Alco- 
hol and Brain Physiology, Alcohol in Internal Medicine, 
The Neurology of Alcoholism, The Psychiatry of Alco- 
holism and Electroencephalography in Alcoholism, are all 
monographs, written with extreme care. 

The entire book is punctuated by subheadings followed 
by concise facts that outline the recognition of types, 
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relation to personality, differential diagnosis and treat- 
ment. The table of contents is clear, the index explicit, 
and the type is easy to read. 

This book is an excellent reference. It should be in- 
valuable to the judge, the lawyer, the law enforcement 
officer, the social worker, the clergy and all doctors. It 
reads like a Book of the Month selection, which should 
enable readers to know the alcoholic as a person and not as 
an alcoholic. A. PREUusS, M.D. 


Dermatology and Mycology. Edited by Frederick R. Schmidt, M.D. 
Pp. 485. Price, $10.50. Charles C Thomas, Springfield, Ill., 
1956. 


Tuis Is an excellent, informative and easy reading collection 
of articles which present various dermatologic diseases in 
an untextbook-like fashion. Each selection is written by an 
authority in one of the Americas. The phenomenon of 
vasospasm and its underlying relationship to skin diseases, 
allergy and neurodermatitis are considered. One-seventh 
of the book is devoted to the superficial and deep mycoses, 
which are so important to our southern neighbors. Bac- 
terial, viral, rickettsial and parasitic diseases of the skin are 
well covered, as well as the pigmentary dermatoses, de- 
ficiency dermatoses and diseases caused by sunlight. Treat- 
ment of the different diseases is briefly written and easy 
to apply. There are no illustrations. The general practi- 
tioner will find the book very practical as a good supplement 
to a textbook. —R. T. YAMAUCHI, M.D. 


British Journal of Haematology. Vol. 1, No. 1. By J. V. Dacie. Pp. 
130. Price, $8.00. Charles C Thomas, Springfield, Ill., 1955. 


THIS ADDITION to the hematology literature places increased 
emphasis on the varied aspects and interests of an important 
subspecialty. Although there is some clinical application to 
be found in its pages, it is primarily devoted to contribu- 
tions along investigative and research lines, and promises 
to bring together British papers on hematology otherwise 
scattered among a variety of medical journals. 

The layout is readable and attractive, and the liberal use 
of charts, tables and diagrams highly illustrative. The jour- 
nal is recommended reading for those primarily interested 
in academic hematology. —Robert J. GitsTon, M.D. 


Techniques and Procedures of Anesthesia. 3rd ed. By John Adriani, 
M.D. Pp. 568. Price, $8.75. Charles C Thomas, Springfield, 
Ill., 1956. 


Tuis Book, well written in outline form, is intended as a 
reference for the practicing anesthesiologist or as a text for 
the student of anesthesia. The format of the book, including 
the table of contents, printing, figures and illustrations, 
(which number 194), and the presentation of subject ma- 
terial, are excellent. 

For general practitioners whose practice includes the 
giving of a general anesthesia, this book would be a most 
worthwhile addition as a text and reference. There are 
three parts, in particular, which it would be well for every 


“Alone: Serpasil successfully reduces biood pressure, slowly and safely, in 
about 70 per cent of Cases of mild to moderate hypertension.’ 


As a “primer”: Serpasil may be advantageously used to begin antihyper- 
tensive therapy, however severe the case, since it gently adjusts the patient 


to the physiologic setting of lower pressure. 


Asa “background” agent throughout other therapy: Serpasil permits lower 
_ dosage of the more potent antihypertensives needed for refractory cases, 


thus minimizing the. incidence and severity of side effects. 


1. Coan, J. P., McAlpine; J. Boone, J. South Carolina M. A. 51:417 (Dec.) 1955, 


SUPPLIED: TABLETS, 4 mg. scored}, 2 mg. (scored), 1 meg. (scored), 0.25 mg. (scored) and 
0.1 mg. ELIXIRS, 1 mg, and O22 mg. Serpasil per 4-m!. teaspoon. PARENTERAL SOLUTION: 
AMPULS,2 mi., 2.5 mg. Serpasitper ml. MULTIPLE-DOSE VIALS, 10 2.5 mg. Serpasil per mi. 
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= The average sleeper changes his position 
from 20 to 60 times a night; moves around 
from 3 to 5 minutes; takes from 5 to 10 
seconds for each change. 


= Who sleeps like a log? Almost no one. 
In fact, sleep paralysis (from pressure 
on nerves) can result from “sleeping 
like a log.” 


= Plasma volume is reduced while the 
patient sleeps; lactic acid levels of 
the blood are lower. 


ulf a person is deprived of sleep for from 
36 to 100 hours, he becomes increasingly 
irritable, may show mental deterioration. 
In most cases, 10 to 15 hours of sleep 

will bring about recovery. 


= In Bali, a masseur-medicine man induces 
sleep by exerting manual pressure on the 
carotid triangle for about two minutes. 


= Lotusate,® new hypnotic-sedative, helps 
the patient to a good night and a good 
morning. Here is a Caplet, not a capsule, 
with everything new to win cooperation 
from patients who hesitate to take the 
same old “sleeping pills.” Caplets® 

are available in new colors, new shape, 
new form—for new success in winning 
restful sleep. Effective in 15 to 30 
minutes for a desirable 6 to 8 hours. 


Lotusate (brand of talbutal) and Caplets, 
trademarks reg. U.S. Pat. Off. 


New York 18, N.Y. * Windsor, Ont. 


physician to read. These are: (1) general considerations 
with regard to all anesthesia, (2) resuscitation, which deals 
specifically and fully with all methods of resuscitation and 
management of coma due to the various depressant non- 
volatile drugs, and (3) inhalation therapy. 

Because of the concise, ABC systematic outline form 
which the author has so well accomplished in bringing 
the subject of anesthesia up to date, this book would 
certainly be a valuable addition to hospital libraries, 
for the use of interns and residents. 

—Me_nrriit Cross, o.p. 


An Atlas of the Head, Neck and Trunk. By Johnson Symington, M.D. 
34 detached plates. Price, $21.00. Charles C Thomas, Spring. 
field, Ill., 1956. 


Tuis ATLAS is a well-organized collection of 34 detached 
plates depicting horizontal sections through the head, 
neck, thorax, abdomen and pelvis. There are several 
composite illustrations that are keyed to the sections. 

The plates are enclosed in a handsome portfolio from 
which they can be taken and arranged conveniently for the 
comparison of adjacent sections. 

The illustrations are well rendered in that they clearly 
differentiate the numerous structures of the body. 

Although primarily intended for the medical student, 
this atlas is recommended to the “student” of anatomy, 
whether he be a general practitioner, radiologist, surgeon 
or medical illustrator, who is seriously interested in a 
comprehensive supplement to standard anatomy textbooks. 

—Buacio MELLoNI 


The Year Book of Medicine. Edited by Paul B. Beeson, M.D. Pp. 
744. Price, $6.75. The Year Book Publishers, Inc., Chicago, 
1956. 


For THE busy general practitioner who recognizes the need 
to keep up with the literature in the field of internal medi- 
cine, this book is invaluable. Articles of medical interest 
that appeared in the world literature from May, 1955, 
through May, 1956, have been abstracted. These abstracts 
are concise but for the most part contain the meat of the 
original articles. 

The book is subdivided into six parts: infections, chest, 
blood and blood-forming organs, heart, blood vessels, kid- 
ney, digestive system, and metabolism. The parenthetical 
editors’ comments at the end of most of the abstracts are 
invaluable in aiding the practitioner to evaluate the signifi- 
cance of the original papers. 

The editors have made an excellent selection of articles 
for abstraction in the light of the voluminous literature in 
the field. The book is well indexed and in the same high 
tradition as the Year Books that have been published every 
year since 1900. —LawRENCE LILIENFIELD, M.D. 


Proctology. By Harry E. Bacon, M.D., Stuart T. Ross, M.D. and 
Portfirio Mayo Recio, M.D. Pp. 441. Price, $10.00. J. B. Lip- 
pincott Co., 1956. 


Tuis BriEF book deals with the bare essentials of diagnosis 
and treatment of proctologic disease in a practical and 
thorough manner. Brevity has been obtained by omitting 
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bibliographies, historical data and controversial material. 
It is as nearly up to date as a book of this type can be. This 
makes it an ideal reference book for a busy practitioner who 
is interested only in diagnosis and treatment. 

Many general practitioners and internists now include a 
sigmoidoscopic examination as a part of their routine com- 
plete examination, and a beginner or one with little proc- 
tologic training would find it valuable as an easy reference 
source. The approved methods of treatment for non- 
surgical disease are given. 

The surgeon who does an occasional operation on the 
rectum or colon will find procedures clearly defined and 
well illustrated. Writers, teachers, surgeons with train- 
ing in colon surgery, and qualified proctologists would 
prefer a more complete text. —F. B. CAMPBELL, M.D. 


Shock and Circulatory Homeostasis. Edited by Harold D. Green. 
Pp. 159. Price $5.00. Josiah Macy, Jr. Foundation Publications, 
New York, 1955. 


THIS MANUSCRIPT consists of a series of informal discussions 
with special emphasis on the experimental and scientific 
aspects of shock and circulatory homeostasis. Some of the 
topics discussed are: “Action of Epinephrine in Man,” 
Henry Barcroft; ‘The Circulation in the Periphery,” 
Hugh Montgomery; ‘Mesenteric Lymphatic Dynamics in 
the Rat,” Silvio Baez; ‘The Circulation in the Splanchnic 
Area,” J. D. Myers; “The Pulmonary Circulation,” 
Andre Cournand; ‘“The Pulmonary Circulation in Hemor- 
rhage Shock,” J. E. Merriman; and “The Aortic and 
Coronary Blood Flow,” Donald E. Gregg. 

This monograph is well documented with excellent 
tables and illustrations and should appeal to the general 
practitioner who is especially interested in this phase of 
clinical medicine. While Shock and Circulatory Homeostasis 
is an excellent book for the library, it is not a practical book 
from the standpoint of daily reference. 

—SamueE. A. GARLAN, M.D. 


Also Received 


Although GP endeavors to publish as many reviews of books as 
possible, space will not permit the review of all books received from 
publishers. 


Hospital in Action. By Lucy Freeman. Pp. 302. Price, $5.00. Rand, 
McNally & Co., New York, 1956. 


The Medical Clinics of North America. Mayo Clinic Number. Pp. 
270. Price, $3.00. W. B. Saunders Co., Philadelphia, 1956. 


The Medical Clinics of North America. Vationwide Symposium. Pp. 
1,572. Price, $3.00 clothbound, $2.50 paperbound. W. B. 
Saunders Co., Philadelphia, 1956. 


The Medical Clinics of North America. Symposium on the Medical 
Aspects of Cancer, Memorial Center for Cancer. Pp. 974. Price, 
$3.00 clothbound, $2.50 paperbound. W. B. Saunders Co., 
Philadelphia, 1956. 


Postural and Relaxation Training in Physiotherapy & Physical Educa- 
tion. By John H. C. Colson, Pp. 105. Price, $2.50. Charles C 
Thomas, Springfield, Il., 1956. 
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Change to 


brand of talbutal 


new hypnotic-sedative 
NEW colors 
NEW size 
NEW shape 


purple Caplet 


Hypnotic: 
1 Caplet 15 to 30 
minutes before retiring 


120 mg. (2 grains) 


Bottles of 100 Caplets.® 


Effective: in 15 to 30 minutes 
Duration; 6 to 8 hours 
Awakening: as fresh and 
regenerated as 
by natural sleep 


Sedative doses: 

pink Caplet, 50 mg. (%4 grain) 

or yellow Caplet, 30 mg. (% grain) 
2 or 3 times a day. 


Lotusate (brand of talbuta!) and Caplets, 
trademarks reg. U.S . Pat. Off. 
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For Pain-Free 


of everyda 


In “Rheumatism” 


THE PROPER FORMULA 
PROPERLY FORMULATED 


Physical separation of the 
steroid component from the 
aluminum hydroxide as pro- 
vided by the Multiple Com- 
pressed Tablet construction 
assures full potency and sta- 
bility of prednisolone. 


combine: 


+ 


+ 


+ 


ASPIRIN (0.3 Gm.).......... 


ASCORBIC ACID (50m 


Mi wlirple 


PREDNISOLONE (1 


ANTACID (0.2 Gm).........- 


% Early rheumatoid arthritis Synovitis 


Rheumatoid spondylitis 
Osteoarthritis 

Still’s disease 
Psoriatic arthritis 
Bursitis 


Tenosynovitis 
Myositis 
Fibrositis 
Neuritis 


GP Volume XV, Number | 


| | 
| 
| ‘ 
| 
| 
‘ 
- | 
| 
| 
| 
| | 
| | 
| | 
| 
i! 
| : 
| 
| 
| 
| 
| 
| 
| 


ng 


Official Call for the Annual Meeting 


NOTICE IS HEREBY GIVEN of the Ninth Annual Scientific 
Assembly of the American Academy of General Prac- 
tice to be held in the city of Saint Louis, Missouri, 
March 25-28, 1957, at the Kiel Auditorium. 

Pursuant to Article V of the Constitution of the 
American Academy of General Practice, the regular 
annual meeting of its Congress of Delegates will be held 
on March 23, 1957, in the Gold Room of the Sheraton- 
Jefferson Hotel in Saint Louis at 2:00 p.m. to receive 
and act upon the reports of officers and committees, 
to elect officers, and to transmit any and all other 
business that may be placed before the Congress of 
Delegates. 

All delegates are requested to present their creden- 
tials to the Committee on Credentials outside the east 
entrance of the Gold Room of the Sheraton-Jefferson 
Hotel between the hours of 10:00 a.m. and 12:00 ., 
on Saturday, March 23. Dr. James D. Murphy, speaker 
of the Congress of Delegates, will announce the Com- 
mittee on Credentials and the reference committees 
prior to the opening session of the Congress of Dele- 
gates. 

Members who arrive in Saint Louis early may regis- 
ter at Kiel Auditorium between the hours of 10:00 a.m. 
and 5:00 p.m. on Sunday, March 24. Registration will 
be resumed at Kiel Auditorium at 8:30 a.m. on Mon- 
day, March 25. 

Mac F. Canat, Executive Secretary 


(Proposed amendments to the Constitution and By-Laws 
will be published in the February issue of GP.) 


complete 
potency 


FOLBESYN 


VITAMINS LEDERLE 


B COMPLEX + cC 


Separate packaging of dry vitamins and diluent (mixed 
immediately before injection ) assure controlled dosage. 
The folic acid solution is specially prepared to preserve 
full potency and to serve for quick solution of the dried 
vitamins. FOLBESYN may be conveniently added to stand- 
ard intravenous solutions. 
REG. U. S. PAT. OFF. 


Dosage: 2 cc. daily. 
Each 2 cc. dose contains: 


Thiamine HCI (B,) 10 mg. 
Riboflavin (Bz) 10 mg. 
Niacinamide 50 mg. 
Pyridoxine HCl (Bg) 5 mg. 
Sodium Pantothenate 10 mg. 
Ascorbic Acid (C) 300 mg. 
Folic Acid 3 mg. 
Vitamin 15 mcgm. 


LEDERLE LABORATORIES DIVISION 
AMERICAN CYANAMID COMPANY 
PEARL RIVER, NEW YORK 
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SCIENTIFIC LECTURE PROGRAM 


NINTH ANNUAL SCIENTIFIC ASSEMBLY OF THE AMERICAN ACADEMY OF GENERAL PRACTICE 
MARCH 25-28, ST. LOUIS, MISSOURI 


Monday 
March 25 


Tuesday 
March 26 


Wednesday 
March 27 


9:00-9:30 a.m. 


9:30-10-00 a.m. 


10:00—11 :00 a.m. 


11:00-11 :30 a.m. 


11 :30—12 :00 Noon 


REGISTRATION 
BEGINS 9:00 a.m. 


OPENING 

OF SCIENTIFIC 
AND TECHNICAL 
EXHIBITS 

9:00 a.m. 


OPENING OF PROGRAM 
WELCOMING SPEECHES 


The Neglected Eyes 
and Ears of Children 
J. Lewis Dill, 


Gynecologic Disorders 

*of the Adolescent 

Goodrich C. Schauffler, 
M.D. 


The Infertile Couple 

Joseph W. Kelso, M.v. 
(Physical Aspects) 

Robert N. Creadick, 
(Psychologic Aspects) 


Thursday 
March 28 


Is the Lab 
Report Accurate? 
Louis Smith, M.v. 


Cervical Biopsies 

in Office Practice 
Malcolm L. Barnes, 
George S. Allen, m.v. 


RECESS FOR EXHIBITS 


Neglected Feet 
of Children 
William T. Green, M.D. 


Anorectal Disease 
George H. Thiele, m.v. 


Vaccination Against 
Poliomyelitis 

Thomas Francis, Jr., 
M.D. 


Endocrine Problems 
in Children 
Lawson Wilkins, M.v. 


Acute Adrenal 
Insufficiency 


Cyril M. MacBryde, M.v. 


Intestinal 
Obstruction 


Philip Thorek, M.v. 


Willis E. Brown, M.v. 


12:00-1 :30 P.M. 1:00 p.m. NOON RECESS 
1:30-3:00 p.m. The Impact of Advances in Surgery Symposium on Therapy 
Maternal Mortality 1. Vascular Surgery 1. Hypertension 
Studies on Clarence V. Kusz, M.D. Mitchell Perry, M.D. 
Today’s Obstetrics 2. Recent Advances in | 2. The Tranquilizing 
1. Prenatal Thoracic Surgery Drugs 
Complications Donald B. Effler, m.v. Frank M. Berger, M.D. 
2. Delivery Room 3. Neurosurgery 3. Use and Abuse 
Catastrophes J. E. Webster, m.v. of Hormones 
3. Post-Partum Edward H. Rynearson, 
Catastrophes M.D. 
Ralph A. Reis, M.v. 
MODERATOR 
Harold S. Morgan, M.v. 


RECESS FOR EXHIBITS 


4:30-5:00 p.m. 


Fetal-Neonatal Mortality 
and Morbidity 
Thomas V. Geppert, M.D. 


Irwin H. Kaiser, 


Panel on Pre- and 
Postoperative Care 
I. S. Ravdin, m.v. 
(Surgeon) 
MODERATOR 
John Adriani, M.v. 
(Anesthetist) 
Joseph W. Telford, m.v. 
(General Practitioner) 


Cardiology (Is It 
Angina Pectoris?) 
William H. Gordon, M.D. 


Rehabilitating the 
Cardiac 
Francis D. Murphy, M.v. 


STATE CHAPTER 
FUNCTIONS 


DELEGATES DINNER 


LECTURE PROGRAM 
ENDs 12:00 NOON 


EXHIBIT HALLS 
CLOSE 12:30 P.M. 
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Wednesday Potpourri Offers Many Highlights of 1957 Assembly Program 


Nine Guest Speakers, Several from Midwest, 
Will Cover the Wide Subject Range 


ONE OF THE DEFINITIONS of “potpourri,” according to 
Mr. Webster, is “‘a collection of miscellaneous liter- 
ary extracts.”” The Wednesday program planned for 
St. Louis qualifies by this definition, for its miscella- 
neous character is self-evident and its literary quality 
becomes apparent when one’s eye runs down the list 
of speakers. 

Having reviewed the problems of birth on Monday 
and some of the problems of the growing child on 
Tuesday, the Wednesday morning discussions begin 
with an examination (in absentia) of those unhappy 
couples who have been unable to achieve the joys of 


parenthood. This problem falls quickly into two cate- _Jeseph W. Kelso, M.D. Robert N. Creadick, M.D. 
gories—physical and psychologic. —Will review possible causes of —Will discuss the psychologic 
The physical factors of infertility will be examined _ infertility in both sexes. aspects of infertility. 


by Dr. Joseph W. Kelso, professor of gynecology at 
the University of Oklahoma and chairman of the gyne- 
cology department at the University Hospital. He has 
been associated with the university for some 25 years. 

Dr. Kelso, who is a member or fellow of every im- 
portant gynecologic or obstetric society, has written 
extensively for the medical literature and is widely 
known as a lecturer in his chosen fields. He has pro- 
duced several highly acclaimed films on hysterectomy 
and cervical carcinoma. 

Estimating that 15 per cent of ali marriages are 
barren, with 35 per cent of these cases attributable to 
the male, Dr. Kelso proposes to review the possible 
causes in both sexes. Because male sterility responds — George H. Thiele, M.D. Cyril M. MacBryde, M.D. 
solittle to therapy, except in an obstructed vasdeferens, —_wyili explain causes and —Will review knowledge on 
most of the discussion will center on the female, with —_ treatment of pruritus ani. acute adrenal insufficiency. 
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for middle-age slowdown 


Plestran is indicated as an aid in restoration of 
vigor in middle-aged or elderly patients who com- 
plain of chronic fatigue . . . reduced vitality . . . low 
physical reserve . . . impaired work capacity . . . de- 
pression . . . muscular aches and pains . . . or cold 
intolerance. Such “signs of aging,” far from being 
due to physiologic disturbances, may often result 
from endocrine imbalance, especially gonadal and 
thyroid dysfunction.’* Plestran provides ethinyl 
estradiol (0.005 mg.); methyltestosterone (2.5 
mg.); and Proloid®* (% gr.)—hormones which 
help to correct endocrine imbalance and often halt 
or reverse involutional and degenerative changes.’* 


Plestran restores work capacity and a sense of well- 
being, usually within 7 to 10 days. It improves 
nitrogen balance, leads to better muscle tone and 


vigor, enhances mental alertness, helps to correct 
* Purified thyroid globulin 


osteoporosis, senile skin and hair texture changes 
and relieves muscular pain. 


The anabolic and tonic effects of the hormones in 
Plestran appear to be enhanced by combination so 
that small dosages are very effective. Combination 
also overcomes some of the disadvantages of ther- 
apy with a single sex hormone, such as virilization, 
feminization or withdrawal bleeding.° 


Dosage: Usually one tablet daily; occasional pa- 
tients may require two tablets daily, depending on 
clinical response. 


Supplied in bottles of 100 and 500. 


References: 1. McGavack, T. H.: Geriatrics 5:151 (May- 
June) 1950. 2. Masters, W. H.: Obst. & Gynec. 8:61 (July) 
1956. 3. Kimble, S. T., and Stieglitz, E. J.: Geriatrics 7:20 
(Jan.-Feb.) 1952. 4. Kountz, W. B., and Chieffi, M.: Geria- 
trics 2:344 (Nov.-Dec.) 1947. 5. Birnberg, C. H., and Kurz- 
rok, R.: J. Am. Geriatrics Soc. 3:656 (Sept.) 1955. 


a metabolic regulator 


WARNER-CHILCOTT 


100 YEARS OF SERVICE TO THE MEDICAL PROFESSION 
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the cervix, ovaries, endometrium and Fallopian tubes 
sharing the responsibility. 

Endocervicitis, cervical mucus viscosity, endometrial 
fibrosis, endometrial distortion, tubal obstruction and 
ovarian pathology are some of the factors to be dis- 
cussed. Also to be mentioned are the human inaccura- 
cies in evaluating the results of surgical intervention, 
as well as a comprehensive outline for accurate diag- 
nosis and suggested therapeutic measures. 

Dr. Robert N. Creadick, who will discuss the psycho- 
logic aspects of infertility, received his medical degree 
from Yale University in 1937, after undergraduate 
study both in this country and abroad. He spent three 
Years in military service, the last one as chief of obstet- 
rics at Walter Reed General Hospital in Washington. 
He then went to Duke University School of Medicine 
as instructor and assistant professor. Since 1952 he 
has been associate professor of obstetrics and gyne- 
cology. 

Dr. Creadick has made an impressive number of 
contributions to the literature in the past 16 years, 
particularly on the subjects of endometriosis, sarcoma 
botryoides, pruritus vulvae, intersexuality carcinoma 
of the cervix and the psychologic aspects of gynecic 
disorders. 

His subject for the Assembly relates to this last area 
of study. Dr. Creadick disagrees with the opinion that 
psychologic infertility is only pseudo infertility and will 
present evidence that a patient’s unconscious thinking 
often interferes with ovulation and implantation. He 
will review the findings of other clinicians on the abun- 
dance of tension-provoking conflicts in psychosomatic 
interviewing of patients with presumed sterility, in 
support of the contention that a decrease in gonado- 
tropins is a characteristic response of the general 
adaptation syndrome. 

Considering it imperative that we bridge the gap be- 
tween obstetrics, gynecology and psychiatry, he will 
outline how the general practitioner may easily learn 
to recognize the psychic and somatic phenomena as 
different aspects of the same thing. “A study of the 
anatomy and physiology of the patient’s tubes,” he 
points out, “may not be nearly so rewarding as the 
anatomy of her personality.” Finally, because no psy- 
chologic approach to infertility is complete unless it 
includes both individuals, Dr. Creadick will suggest 


techniques for interviews with the husband, as well. 


Anorectal Diseases 


Immediately after the morning recess, pathologic 
interest will swing to the anatomic posterior, when Dr. 
George H. Thiele will present a paper on “Anorectal 
Diseases.” After receiving his medical degree in 1920 


GP 1957 


from the University of Kansas, Dr. Thiele spent 11 
years in general practice before specializing in proc- 
tology. He also holds a postgraduate degree of M.S. in 
medicine from the University of Pennsylvania. 

A leading proctologist in Kansas City, Mo., since 
1932, he has been consistently recognized in the front 
ranks of his chosen field—a fellow of the American 
Proctologic Society since 1936; a member of the Found- 
ers’ Group in Proctology of the American Board of 
Surgery in 1941; vice chairman of the American Board 
of Proctology in 1952-54; president of the American 
Proctologic Society in 1948. He has written frequently 
on proctologic subjects. Particularly noteworthy have 
been his contributions to the Thiele Syndrome of pelvic 
muscle spasm. 

Because pain and itching are the two most common 
subjective anorectal symptoms encountered in general 
practice, Dr. Thiele will approach the problem of 
pruritus ani from the standpoint of causes, including 
such considerations as food and contact allergies, peri- 
anal fungi, anal infections and intestinal parasites. 
Treatment in each ‘nstance will be outlined. Objective 
symptoms of bleeding, swelling, protrusions, perianal 
dermatitis and anal discharge will also be discussed, as 
well as cancer of rectum and colon. Finally, a number of 
symptoms not commonly associated with anorectal dis- 
ease will be classified. 


Acute Adrenal Insufficiency 


Dr. Cyril M. MacBryde, the final speaker of the 
morning, will be remembered by “old hands” for his 
outstanding discussion of “Research Trends” at the 
1952 Assembly in Atlantic City. Dr. MacBryde is asso- 
ciate professor of clinical medicine at Washington 
University, St. Louis, and director of the university’s 
metabolism and endocrine clinics. Before returning to 
his alma mater as an instructor in 1933, he spent two 
years of postgraduate work at the Universities of Vienna 
and Berlin. 

His numerous associations include the American 
Society for Clinical Investigation, the Central Society 
for Clinical Research and the Endocrine Society. Au- 
thor of the well-known text, Signs and Symptoms, now 
in its third edition, and frequent contributor to the 
Journal of American Endocrinology, Dr. MacBryde ad- 
mits to special interest in the problems of insulin 
therapy, parathyroid and thyroid diseases, adrenocorti- 
cal disease, obesity, growth and sex development and 
endocrine research. 

Dr. MacBryde’s subject on March 27 will be “Acute 
Adrenal Insufficiency”—once assumed to be an after- 
math of Addison’s disease. Present knowledge of the 
disorder will be reviewed, in its relation to idiopathic 
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Did You? 
brought hundreds 
‘of coupons from 
doctors interested.in 
_léarning the details 
of L-F’s new Basal-— 
| MeteR, first auto-— 
“matic, self-caleu-— 
‘lating, direct-— 
 geading 
ever offered! 


Would YOU 


like, without 
obligation, 
a 6- page 
brochure 
describing 
this new, 
BMR unit? 


THE LIEBEL-FLARSHEIM CO. GP 
Cincinnati 15, Ohio 


Gentlemen: Please send me, without obligation your 6-page 
brochure describing the BasalMcteR.. 
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atrophy, various fungus dis- 
eases, bilateral hemorrhage 
(the Waterhouse-Friderich- 
sen syndrome), adrenalec- 
tomy for certain malignant 
neoplasms, and adrenal 
suppression from chronic 
corticosteroid therapy. The 
influence of severe burns, 
massive hemorrhage or pro- 
longed stressful states will 
also be related to adreno- 
cortical deficiency. Clinical 
and laboratory recognition 
of the deficiency will be 
outlined, with detailed dis- 
cussion of the prompt ther- 
apies to combat shock. 


H. Mitchel Perry, M.D. 


posium on therapy. 


Hypertension, Afternoon Opener 


The afternoon program will open with a 90-minute 
Symposium on Therapy, with three speakers covering, 
respectively, “Hypertension,” “‘Ataractics,” and ‘Use 
and Abuse of Hormones.” The first of these subjects 
will be presented by another local medical student who 
made good, Dr. H. Mitchell Perry, Jr. After his M.D. 
from Washington and his internship and residency at 
Barnes Hospital, Dr. Perry devoted two years to Army 
service, then returned to his alma mater. He became 
instructor in medicine in 1952; assistant physician at 
Barnes in 1953; consultant in hypertension at St. Louis 
City Hospital in 1954; resident investigator for the 
American Heart Association in 1956; and acting direc- 
tor of the hypertension division at Washington Uni- 
versity, also this year. 

St. Louis Academy members say that Dr. Perry’s 
presentation will show the combination of a brilliant 
mind and a dynamic speaking personality, as well as an 
authoritative knowledge of the subject. 

Dr. Perry will touch briefly on the role of reserpine 
and other ataractic agents in hypertension, outlining 
their therapeutic efficacy, possible mechanism, and 
toxic side effects, with a rough dosage schedule for 
each. The same treatment will be accorded the vera- 
trum alkaloids, as well as hydralazine—with special 
attention to the greater potency and more unique ef- 
fect of the latter. 

Discussion will also be made of nitroprusside, thio- 
cyanate and sodium azide, postulated to act in a similar 
manner, and to the ganglionic blocking agents: the 
quaternary ammonium compounds and the one repre- 
sentative amine compound, mecamylamine. The 30- 
minute summation of hypotensive therapy will be com- 
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His discussion of hypertension 
will open a 90-minute sym- 


Edward H. Rynearson, M.D. 


His part of the discussion will 
dwell on use and abuse of 
hormones. 


Frank M. Berger, M.D. 

A leading authority on the 
tranquilizing drugs will talk 
on the two principal groups. 


pleted with a review of the relative value of drug ther- 
apy, surgical sympathectomy, low salt diet, and no 
treatment—both singly and in combinations. 


Tranquilizing Drugs 


The second subject on the therapy symposium, “The 
Tranquilizing Drugs,” will be presented by one of the 
country’s recognized authorities on the subject—Dr. 
Frank M. Berger. Born in Pilsen, Czechoslovakia, and 
educated at the University of Prague, Dr. Berger spent 
ten years in chemical and bacteriologic research in his 
native country and in England, before coming to the 
United States. 

Here, he was assistant professor of pediatrics at the 
University of Rochester for two years and in 1949 was 
selected as director of medical research for Wallace 
Laboratories. While in Prague, Dr. Berger developed 
the topical applications of estrogens in the treatment of 
gonorrhea—a therapy accorded wide use in Europe 
until the advent of the sulfas and antibiotics. 

In England, he made contributions to the extraction 
and purification of penicillin and, while searching for a 
penicillin solvent, developed a new muscle relaxing 
compound which has been given the generic name of 
mephenesin. Continued work in this field at Rochester 
and in the commercial laboratory brought about the 
development of meprobamate. 

Dr. Berger will outline the chemical characteristics, 
modes of action and pharmacologic properties of the 
two principal groups of tranquilizers, classifying them 
as those which affect the autonomic nervous system and 
those which do not. The first group includes the deriv- 
atives of phenothiazine, the rauwolfia compounds, hy- 
droxyzine and benactyzine. The principal representa- 
tive of the second group is meprobamate. The uses of 
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It’s probably that he has a frog in 
his pocket... but his mother also 


has a secret...she’s going to have 
a baby. 


This intelligent modern mother has placed herself in the care 
of the physician in whom she has implicit faith. Now, the doc- 
tor may, and — does, prescribe a number of different 
prenatal supplements to his patients for various but valid 
reasons. 


It is bg possible, indeed probable, that the physician may 
consider the use of a inet gorge aluminum hydroxide- 
containing product. Especially if it also provides organic iron, 
Vitamin B: with intrinsic factor, plus the important vitamins 
in the new levels suggested for pregnant or lactating women. 
There are only a very few such quality formulas available for 
his choice. 


One such formula with perhaps the easiest product 
name to remember on the national scene is Calcinatal ® 
(pronounced Calci’ natal) by Nion. 


Patient acceptance of these easy-to-swallow tablets (not 4 
sules) is quite understandable. Incidentally, one of your o 
stetrical problems, “control of cramps” will be relegated to one 
of very minor incidence by use of the product. For more com- 
plete information, samples and brochure write to 


NION CORPORATION 
LOS ANGELES 38, CALIFORNIA 


¥ x We feel copy writers duct names too often we mention ours but once. 
2 & It is so easy to remember and oy to forget. Say it once — try to forget it. 
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the two groups in different types of emotional states 
will be discussed, with a review of contraindications 


and possible side effects. 


Hormones: Uses and Abuses 


The third in this trilogy on therapy will be ‘The 
Use and Abuse of Hormones.” The speaker—Dr. Ed- 
ward H. Rynearson, chief of the sections of endocrinol- 
ogy and metabolism at Mayo Clinic. Dr. Rynearson is 
also professor of medicine in the Graduate School of the 
University of Minnesota and has been consultant in the 
division of medicine at Mayo Clinic since 1931. 

Most men must be content with an M.D. after their 
name. Here is a man who may also add Master of Science 
in Medicine and Doctor of Science. His numerous as- 
sociation connections include the Central Society for 
Clinical Research, the Endocrine Society (of which he 
is past president), and the American Diabetes Associa- 
tion. Dr. Rynearson has made numerous contributions 
to the literature and confesses to authoring one text- 
book, but was too modest to indicate its title. 

This endocrinologic authority points out that most of 
the hormones now available for treatment of patients 
have been developed within the lifetime of most of the 
members of the Academy. The extent to which they 
have broadened medical service is as apparent as it is 
impressive. But there is also a growing awareness of 
their “abuse”—of the many conditions in which they 
are prescribed without good reason; of the distressing 
symptoms produced by the prescription of excessive 
amounts of some hormones; of the administration of 
certain hormones by injection which are just as effective 
(and cheaper) orally. All this and more will Dr. 
Rynearson discuss, to restore the proper perspective in 
this important field of therapy. 


William H. Gordon, M.D. 


—Will categorize facets of di- 
agnosis and treatment of coro- 
nary artery disease. 


Francis D. Murphy, M.D. 


—Will point up the family 
doctor’s role in rehabilitation 
of the cardiac patient. 
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Cardiology 


The final hour of the day will be devoted to an in- 
triguing question and a vital phase of therapy—both iu 
the field of cardiology. The question: “Is It Angina 
Pectoris?” The vital (and sometimes overlooked) phase 
of therapy: ‘‘Rehabilitation.” 

To answer the question will be Dr. William H. 
Gordon of Lubbock, Tex., who describes himself as 
*‘a practicing physician who limits his work to cardio- 
vascular disease.” Fellow Texans take exception to the 
limitations of this description. They point out that Dr. 
Gordon could hold his own on any medical faculty in 
the nation (with a teaching background at Harvard, 
the Texas Postgraduate Medical School and Texas 
Technological College), that he is a board diplomate in 
both internal medicine and cardiovascular diseases, that 
he belongs to a whole handful of medical societies, has 
written frequently for both lay and professional publi- 
cations and is an after-dinner speaker acclaimed far 
beyond the boundaries of Texas. For several years Dr. 
Gordon has been an honored member of the Editorial 
Advisory Board of GP. 

Since the time of Heberden’s original description of 
angina pectoris, there has been wide difference of 
opinion as to its pathogenesis, symptomatology, treat- 
ment and clinical significance. It has been variously 
viewed as manifestation of a nerve disorder, of a muscle 
spasm, as an anoxic phenomena, and as a symptom of 
coronary artery disease. 

The common tendency to limit it to the last defini- 
tion is obviously inaccurate, since coronary disease and 
pain are not necessarily concomitant. There are varying 
shades of symptoms and signs. There is no one classical 
description of the pain, its degree, duration or dis- 
tribution. It is Dr. Gordon’s purpose to clarify and 
categorize all of these varied facets in the problem of 
diagnosis and treatment. 


Rehabilitation of the Cardiac 


The last speaker of the day was one of the first 
speakers in Assembly history—Dr. Francis D. Murphy 
—who appeared on the 1949 program in Cincinnati. 
Dr. Murphy has been head of the department of medi- 
cine at Marquette University School of Medicine for 28 
years. His list of society affiliations is as long as your 
arm. 

He is a charter member of the Central Society for 
Clinical Research and the American Foundation for 
High Blood Pressure. Others include the American 
Therapeutic Society, the Association for the Advance- 
ment of Science and the Society for the Study of Ar- 
teriosclerosis. Outstanding among his awards and hon- 
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ors: a $100,000 research fund established in his name 
last year. Altogether, he is one of the best-known and 
best-loved men in the entire medical teaching fraternity. 

Dr. Murphy re-emphasizes the futility of meticulous 
hospital treatment of the cardiac patient, only to send 
him home without subsequent control. Restoration 
responsibility carries through convalescence to the pa- 
tient’s return to maximum usefulness. 

He will therefore review the rehabilitative programs 
that have been developed, point up the role of the 
family physician on either the rehabilitative team or as 
a “solo,” and outline some eight factors which the 
physician should consider in determining the course of 
action. From the time the patient enters the hospital 
until he is back at work, the discussion will be phrased 
in terms of practical management. 


Program Set for 1957 Invitational 
Scientific Congress in New Orleans 


First petats of the 1957 Invitational Scientific Con- 
gress which will be held March 29 in New Orleans, La. 
have been announced by Dr. M. C. Wiginton, chairman 
of the Committee on Arrangements. 

The congress, which has become a post-Assembly 
event, will be presented this year by the Louisiana 
Academy of General Practice. Dr. J. P. Sanders, a past 
president of the American Academy of General Prac- 
tice, is program chairman for the meeting. 

A two-hour scientific program has been planned 
which will feature four nationally-known physicians. 
One of the quartet will be Dr. Malcom Phelps, El Reno, 
Okla., who will have just been installed as president of 
the Academy during the Annual Scientific Assembly in 
St. Louis. Dr. Phelps will speak on the treatment of 
burns using ice refrigeration. 

The other three participants are Dr. Alton Oschner 
of the Oschner Foundation, a renowned specialist in the 
field of bronchogenic cancer ; Dr. William Frye, dean of 
Louisiana State University Medical School; and Dr. 
Edgar Hull, assistant dean at the school. 

Dr. Frye will discuss amebiasis in Korea and the 
islands. Coronary artery disease in middle age will be 
the topic of Dr. Hull. 

Following each of the four 25-minute talks there 
will be five minutes for questions. 

The meeting will open at 1:45 p.m. in the University 
Room of the Roosevelt Hotel. The Louisiana Academy 
will give the welcome through its president, Dr. Jason 
C. Sanders, and the congress’ program chairman, 
Dr. J. P. Sanders. Special guests will be introduced. 

Following the scientific program a cocktail party will 
be heid at 6 p.m. in the Grand Ballroom of the Roosevelt. 
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M. C. Wiginton, M.D. J. P. Sanders, M.D. 


Dr. Wiginton of Hammond, A past president of the Ameri- 
La. is chairman of the Com- can Academy of General Prac- 
mittee on Arrangements for the tice, Dr. Sanders is chairman 
post-Assembly congress in New of the Program Committee. 

Orleans. 


The cocktail party and the banquet which will follow at 
7:30 p.m. will typify Louisiana hospitality. There will be 
music and entertainment at the banquet—the banquet 
speaker will be announced later. 


Ladies’ Entertainment Plans Announced 
For Academy's Forthcoming Assembly 


SOME INNOVATIONS are in store for the distaff visitors at 
the Ninth Annual Scientific Assembly this March in 
St. Louis, reports Mrs. Walter T. Gunn, chairman of 
the Ladies’ Entertainment Committee. 


Missouri Hospitality — Women attending the Academy’s forthcoming 
Scientific Assembly will get a generous sample of the “Show-Me” 
state’s hospitality with the program of entertainment that is being 
planned by Mrs. Walter Gunn and her Committee on Ladies’ En- 
tertainment. Shown at a planning session are Mrs. Charles Metz 
(seated, left to right), vice chairman of the committee; Mrs. Gunn, 
and Mrs. Preston Hall. Standing, left to right, are Mrs. Walter Gray, 
Miss June Goode, Mmes. Delevan Calkins, Oscar E. Williamson and 
O. E. Tjofiat. Mmes. M. A. Diehr, Norton Eversoll and George A. 
O'Sullivan were absent when the picture was taken. 
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The age of dreams... 


Fulfillment of a young girl’s dreams 
needs the help of doctor, teacher and 
parent—for development of good habits 
for healthful living. 

Studies show that many teen-age girls 
have poorer nutrient intakes than have 
younger or older girls . . . or boys of the 
same age . . . yet they are more often 
overweight. Skipping breakfast and de- 
pending on high-calorie, low-nutrient 
snacks for energy aggravates the 
problem. 

The diets of these girls are poorest in 
iron and calcium. Deficiency of these 
minerals is not easily overcome, particu- 
larly during adolescence, pregnancy, and 
lactation . . . the periods of greatest 
energy and nutrient needs in the lives of 
girls and women. Today’s early mar- 
riages mean that motherhood frequently 
follows closely upon the adolescent 
period, increasing the relative impor- 
tance of a good diet at this time. The 
diets of teen-age girls will meet recom- 


mended allowances with respect to iron 
and calcium and other nutrients if they 
regularly consume four cups of milk 
daily, with liberal amounts of meat, 
fruits, vegetables, and cereals. 

Four to six cups of milk each day .. . 
to drink . . . used in food preparation . . . 
as cheese or ice cream . . . will provide the 
calcium needs of teen-age girls . . . and 
generous quantities of high quality pro- 
tein and other essential nutrients. 

In planning meals for teen-age girls, 
milk and milk products are foundation 
foods for good eating and good health. 

The nutritional statements made in this adver- 

tisement have been reviewed by the Council on 

Foods and Nutrition of the American Medical 

Association and found consistent with current 

authoritative medical opinion. 

Since 1915 . . . promoting better health 
through nutrition, research and education. 


LA? 


NATIONAL DAIRY COUNCIL 


A non-profit organization 
111 N. Canal Street + Chicago 6, IIl. 


THIS ADVERTISEMENT IS ONE OF A SERIES. REPRINTS ARE AVAILABLE UPON REQUEST 
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Following a planning session of Mrs. Gunn and her 
committee on November 17 in St. Louis, she announced 
that ladies’ entertainment will get under way on Tues- 
day, March 26, with a Luncheon-Card Party in the 
Gold Room of the Jefferson Hotel. Simultaneously, and 
in the same hotel, there will be a luncheon and “A 
Parade of Magic” for the children. The latter function 
will be under the supervision of Miss June Goode. Mrs. 
Oscar E. Williamson will head the arrangements for the 
Luncheon-Card Party. 

The following day, Wednesday, March 27, the ladies 
will attend a Theatre Party at the American Theatre. 


The play scheduled for that date is “In the Middle of 
the Night,” featuring Edward G. Robinson. Mrs. Pres- 
ton C. Hall has been placed in charge of this part of 
the entertainment. That evening the doctors and their 
wives will be guests at the President’s Reception. 

Mrs. Gunn announced that her vice chairman will 
be Mrs. Charles O. Metz. Other members of the com- 
mittee and their respective duties are: Mmes. Walter C. 
Gray, hospitality; Delevan Calkins, registration; M. A. 
Diehr, publicity; George A. O'Sullivan, information ; 
O. E. Tjoflat, tickets and reservations and Norton J. 
Eversoll, decorations. 


Trends and Events in the Nation’s Capital 


The “Liberal Look” 


Tue “LIBERAL LOOK” of the new 85th Congress, which 
goes to work this month, together with pledges and 
declarations of President Eisenhower, portends further 
national health legislation in 1957. 

Already the Administration is on record to push for 
laws subsidizing physical expansion and improvement 
of medical schools; enlarging federal role—already 
great—in the provision of medical and welfare services 
to the aged and chronically ill, and strengthening non- 
profit plans for pre-payment of health services. 

The electorate’s indorsement of the President’s do- 
mestic program, as inferred from his overwhelming vic- 
tory at the polls last November 6, considered in con- 
junction with the return to office of many progressive 
members of Congress, would seem to leave but one 
conclusion—that governmental participation in public 
health and medical care affairs is to be increased. 

No formidable opposition is foreseen to the forth- 
coming White House program of assistance to medical 
education, the aged and chronically ill and voluntary 
health insurance plans. In his special messages to Con- 
gress in January, the President is expected to reaffirm 
his support of these objectives and possibly propose 
new ones. And in the meantime, various members of 
Congress will be advancing health bills of their own. 

In the months ahead, one may look forward to intro- 
duction of House and Senate bills giving prepaid 
medical care coverage to more than two million federal 
employees and their dependents, on a contributory 
basis; authorizing low-interest federal loans to stimu- 
late construction of group practice clinics; inaugurat- 
ing feceral insurance of private loans to health enter- 
prises. and numerous other innovations. 
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Last Draft Calls 


Selective Service Headquarters has been directed by 
the Department of Defense to obtain 450 physicians for 
the Army and Air Force before the end of February. 
Barring a national emergency, these will be the last 
calls under authority of the doctor-draft law, which is 
due to expire next June 30. 

Draft officials believe it will not be necessary to go 
over age 30, as far as Priority III physicians are con- 
cerned, in filling the call. Priority III registrants are 
those with no previous military service. Priority I and 
II registrants, who are those physicians deferred from 
World War II service to continue medical training or 
received government financial aid while completing 
their education, may be inducted up to age 46 if they 
are physically qualified and acceptable by the armed 
forces. 


New CAA Policy 


At the time of going to press, there were definite signs 
that Civil Aeronautics Administration would soon 
adopt an important new policy dealing with physical 
examinations of applicants for private pilot flying 
licenses. 

Heretofore, CAA has accepted physical certification 
by any physician. In fact, there have been authenticated 
casés of examinations being performed—and the find- 
ings accepted—by persons who were not doctors of 
medicine or doctors of osteopathy. 

Under the new plan, which is virtually certain to be 
adopted by CAA, only physicians designated as medi- 
cal examiners will be authorized to give initial physical 
examinations to candidates for private pilot certificates. 
Throughout the country, there are approximately 1,800 
physicians who are CAA-accredited medical examiners. 

Some 320,000 transport, commercial and private 
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treat 


depression 
fatigue 
hypochondriasis 
¢ somatically 


psychically 


safely 
with new 


Dexazyme’ 


For the first time in the treatment of de- 
pression, improvement in mentation and 
metabolism and mood is now possible 


with a single therapy—Dexazyme. 


Dexazyme elevates mood by combining 
low, safer dosages of dextro-amphetamine 
with Pentrazol.* 


Dexazyme improves mentation and clarity 
of consciousness through action of Pentrazol 
and niacin. 


Dexazyme enhances metabolism by pro- 
viding niacin, thiamine, riboflavin and ascorbic 
acid. *brand of pentylenetetrazol 


R Dexazyme #60 Sig.:1 (or 2) 


capsules, t.i.d. with meals 


GRAY PHARMACEUTICAL CO., INC 
NEWTON 58, MASSACHUSETTS 
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pilots now hold CAA licenses. The large majority of 
them are in Class 3 (private pilots). 


Group Practice Growth 


Postwar growth of group medical practice was illus- 
trated by reports presented at the annual meeting in 
Washington recently of American Association of 
Medical Clinics. 

Clinics affiliated with AAMC now total 120. This 
represents an increase of nearly 100 per cent over the 
62 which were members in 1952. The association was 
founded in the national Capital in 1949 with 35 
members. 

In his presidential address, Dr. R. Franklin Jukes, 
of Akron, Ohio, observed that intraprofessional re- 
sistance to the group practice movement is still sub- 
stantial, though not as bitter as it was 20 or 30 years 
ago. The growth of prepaid health insurance and 
initiative taken by labor unions to protect health of 
their members is partly responsible for the rise of 
practice of medicine by groups, Dr. Jukes declared. 


Washington Personalities 


News of personalities on the Washington scene— 

Roswell B. Perkins has resigned as Assistant Secre- 
tary of Health, Education and Welfare and returned to 
private law practice in New York City. [t was he who 
tried determinedly but in vain to win the indorsement 
of organized medicine and the insurance companies for 
Administration’s health reinsurance scheme in 1953, 
1954 and 1955. 

The medical branch in the Division of Biology and 
Medicine, U.S. Atomic Energy Commission, has a new 
chief. He is Dr. Harry Davis Bruner, who for the past 
four years was head of department of physiology at 
Emory University School of Medicine. He succeeds 
Dr. Roy E. Albert. 

Dr. G. Halsey Hunt is the first director of a newly 
created center for research in geriatrics, formed as a 
unit of the National Heart Institute. A career officer of 
U. S. Public Health Service, Dr. Hunt formerly was 
associate chief of its Bureau of Medical Services. 

At the end of November, the Department of Health, 
Education and Welfare was still seeking a successor to 
Dr. Martha M. Eliot as chief of the Children’s Bureau. 
She resigned in November, after three decades of 
federal service in the field of child health and welfare, 
to join the faculty of Harvard’s School of Public 
Health. On January 1, she became professor and head 
of the school’s Department of Maternal and Child 
Health in the Faculty of Public Health.—From GP’s 
Special Washington Correspondent. 
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AAGP Members Get Application Forms 
For New Malpractice Insurance Plan 


SOON AFTER THE ANNOUNCEMENT of the Academy’s new 
malpractice insurance plan, Professional Liability Un- 
derwriting Service (PLUS), all Academy members re- 
ceived a letter from the AAGP Committee on Insurance 
explaining the program and urging their participation. 
A brochure covering PLUS and an application form 
also were in that mailing. 

The new plan is underwritten by the American In- 
surance Company, Newark, N. J., and it is administered 
by R. B. Jones & Sons of Kansas City, an old and 
highly reputable agency. 

Dr. Norman F. Coulter, chairman of the Insurance 
Committee, reports that a number of the state chapters 
have announced the appointment of their local insur- 
ance committee chairmen and he urges other chapters 
to do so as soon as possible. The involvements of mal- 
practice claims make it increasingly important that the 
local insurance committees be active. 

As has been pointed out by the headquarters office 
in recent months, one of the big advantages of the plan 
is the fact that the Academy will assist the individual 
member in the event of a disputed claim. The AAGP 
Insurance Committee will be available to offer advice 
and counsel to any member who asks for it. 

R. B. Jones & Sons has agreed that no claim alleging 
malpractice will be settled unless both the insured 
member and the Committee on Insurance agree. In 
the event of adverse individual experience, no mem- 
ber’s policy will be canceled until the Insurance Com- 
mittee has thoroughly examined every aspect of the 
case. 

The quest for an acceptable malpractice insurance 
plan has been under way for several years. A survey 
was conducted by the committee in 1953 and 70 per 
cent of the membership said they would join such a 
plan if one were offered. Since 1953 Mr. Mac F. Cahal, 
the Academy’s executive secretary and general counsel, 
and the Insurance Commit- 
tee, under three different 
chairmen—Dr. Coulter, Dr. 
Earl C. Van Horn and Dr. 
Horace Eshbach—have 
contacted nearly 50 insur- 
ance companies. 

The object was to find a 
plan that was underwritten 
by a strong American com- 
pany; would provide na- 


tion-wide service and offer Norman F. Coulter, M.D. 


advantages in rates Or COV- — Chairman of the Academy's 
erage that would appeal to —Insurance Committee. 
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the members. They hoped to develop a plan that 
would lead to lowered rates on this vital professional 
expense item. 

The company has agreed that the underwriters will 
take a close look at the claims experience at the end of 
the first three years with the possibility of setting up 
special lower rates for Academy members if justified by 
the experience. 


Nationwide Activities in Geriatrics 
Will Be Coordinated at New Center 


A CenTER FoR AGING ResEarCH has been established in 
the National Institutes of Health which will serve as 
the chief coordinator of all activities in the field of 
aging. 

Referring to the new center, HEW Secretary Marion 
M. Folsom said: “I am hopeful that this new effort will 
help bring answers to some of the most critical and 
challenging health problems of our times. There are 
more than 12 million people in this country today who 
are over the age of 65; by 1970, there will be more than 
18 million. Many of our older citizens have special 
health problems. It is important that more be done to 
help solve these problems—to help older persons to 
greater independence and self-sufficiency and a life 
more free of disease and disability.” 

Dr. G. Halsey Hunt, formerly associate chief of Pub- 
lic Health Service’s Bureau of Medical Services, 
assumed his duties as director of the center on Novem- 
ber 19. 

The primary objective of the new program is to en- 
courage and support additional research into the 
mechanisms involved in aging. The center will assist 
universities and other research institutions in establish- 
ing a broad research program which will bring the full 
range of biologic, psychologic and social sciences to 
bear on the problem. 

One of the first activities will be to help schools and 
organizations establish a research center on aging, to 
be supported in part by research grants from National 
Institutes of Health. 


New Lasdon Research Institute 
Slated for Completion in June 


AN EXTENSIVE medical research center to be known as 
Lasdon Foundation Research Institute of Chemo- 
therapy will be completed this June in Boulder, Colo. 

The center is being founded by the ten-year-old 
nonprofit Lasdon Foundation, Yonkers, N. Y. It will 
be under the direction of Dr. Max N. Huffman, former 
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head of the Organic Chemistry section of the Okla- 
homa Medical Research Foundation and professor of 
biochemistry at the University of Oklahoma School of 
Medicine. 

There will be facilities for both basic research in 
medicinal chemistry and for pilot plant production for 
clinical studies. It will conduct research in the fields of 
cancer, atherosclerosis, arthritis, mental diseases, hy- 
pertension, viral and fungal diseases and the stimula- 
tion of the reticuloendothelial system. 


Temple University Dedicates Its 
Newly Enlarged Medical Center 


THE DEDICATION of Temple University’s new $12 mil- 
lion medical center was held November 3 in Phila- 
delphia. 

Dr. Franklin D. Murphy, chancellor of the Uni- 
versity of Kansas, who made the dedicatory address 
said that the United States is underproducing physi- 
cians and other personnel for the medical service fields. 

Although concerned about underproduction of the 
practicing physician “in light of the explosive growth 
not only of medical opportunity but of the nation it- 
self,” Dr. Murphy said he was equally concerned about 
the production of first-class medical scientists whose 
primary responsibility and interest is putting intel- 
ligent questions to nature, with ever greater effective- 
ness. 

**We cannot let our stocks of fundamental knowledge 
fall below a firm minimum,” he said. “The American 
people have become research conscious, but I think 
they do not yet fully comprehend the difference be- 
tween what arbitrarily has been called basic research 
and applied development.” 

Dr. Murphy, an honorary member of the American 
Academy of General Practice, was one of nine promi- 
nent doctors working in research and education who 
received an honorary degree from Temple that day. 

The Temple center now consists of three buildings, 
permitting the university to serve about 30,000 bed 
patients and 80,000 outpatients annually. The new 
ten-story medical pavilion has 400 beds, bringing the 
number of beds in the center to 1,000. 

Others to be granted honorary degrees were: Dr. 
George W. Corner, Rockefeller Institute of Medical 
Research; Dr. William S. Middleton, head of medical 
services of the Veterans Administration; Dr. Isidor 
S. Ravdin, professor of surgery and director of the 
Harrison department of surgical research at the Uni- 
versity of Pennsylvania; Dr. William Barry Wood, Jr., 
vice president of Johns Hopkins University; Dr. Fran- 
cis R. Manlove, director of the University of Colorado 
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what more and more radiologists 
are discovering about 


ILFORD RED SEAL FILM 


Here is the X-ray film everyone is talking about. 

It’s Ilford Red Seal—a film whose exceptional high speed reduces 

the risk of involuntary movement, whose gradation produces the widest 
possible range of opacities, whose freedom from fog provides sharper, 
cleaner radiographs. These are but a few of the reasons why 

Ilford Red Seal Film is gaining in preference among radiographers 
everywhere. Try this remarkable film at your earliest convenience. 
Contact your regular supplier, or write to the address below. 


Specify Ilford Red Seal X-ray Film 


I LF 0 R D I w C.. 37 West 65th Street, New York 23, N. Y. 


Your Source in Canada is W. E. BOOTH CO. LIMITED, 12 Mercer Street, Toronto 2B, distributors for Ilford Limited 
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Medical Center and dean of the school’s department 
of medicine ; Dr. Manson Meads, director of preventive 
medicine at Bowman Gray School of Medicine; Dr. 
Alex J. Steigman, professor and chairman of the de- 
partment of pediatrics at University of Louisville; and 
Dr. David S. Ruhe, director of audio-visual education 
and associate professor of the University of Kansas 
School of Medicine. 


Survey Reveals Geographic Distribution 
Of General Hospitals and Nursing Homes 


ON THE AVERAGE, there are more general hospital beds 
and skilled nursing home beds in counties with rela- 
tively large numbers of doctors and nurses, reports the 
Public Health Service following the first nationwide 
study on the geographic distribution of such facilities. 

The survey included 564,826 beds in 5,200 general 
hospitals and 171,106 beds in 6,531 nursing homes. 

Public Health Service says that in 71 greater metro- 
politan counties there are 4.1 general hospital beds 
and 1.3 beds in skilled nursing homes for every 1,000 
population. In 896 isolated rural counties (without 
incorporated communities of 2,500 or more persons), 
there are 1.8 general hospital beds and .4 beds in nurs- 
ing homes which provide skilled nursing services for 
every 1,000 people. 

The survey also showed that the supply of beds in 
general hospitals and skilled nursing homes tends to 
increase in accordance with per capita income. It also 
indicates that the number of skilled nursing home beds 
increases with the proportion of people who are 65 and 
older, but the number of general hospital beds shows 
no relationship to the number of older people. 


Dr. Hagood Heads Virginia Medical Society; 
Hancock Named State’s Leading Family Doctor 


THE NEW PRESIDENT of the 
Medical Society of Virgin- 
iais Dr. James D. Hagood, 
Academy member from 
Clover, Va. (see cué). Dr. 
Hagood was installed dur- 
ing the society’s annual 
meeting October 16 in 
Roanoke. 

Another Academy 
member, Dr. Harry C. 
Bates, Jr. of Arlington, is 
the new president-elect. 
Other key officials in the 


James D. Hagood, M.D. 


Heads Medical Society of 
Virginia. 
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Virginia General Practitioners—A capacity crowd of 167 persons 
attended the “G.P.”” Luncheon which was held October 15 during 
the annual meeting of the Medical Society of Virginia in Roanoke. 
Seated (left to right) at the head table were Dr. James P. King, retir- 
ing president of the Medical Society of Virginia; Mrs. Frank Farmer, 
Dr. Farmer, vice president of the Virginia Academy of General Prac- 
tice; Mrs. R. G. McAllister, Dr. McAllister, Virginia chapter secretary; 
Dr. Frank E. Tappan, chapter president; Mrs. Tappan; Dr. Malcolm H. 
Harris, chapter president-elect; Mrs. Harris, Dr. William A. Young, 
chapter treasurer; and Mrs. Young. 


state organization for the year are AAGP Member 
Ira L. Hancock of Creeds, second vice president and 
Member Fletcher J. Wright, Jr. of Petersburg, assistant 
speaker of the house of delegates. ; 

The medical society’s house of delegates also 
honored Dr. Hancock by selecting him as Virginia’s 
General Practitioner of the Year. 

During the Roanoke meeting, the Virginia Academy 
of General Practice held a “G.P.” Luncheon for a 
eee crowd of 167 (see cut). 


Despite Increase of Nurses, Need 
Continues as Health Field Enlarges 


DesPITE A GAIN of approximately 28,000 nurses within 
the past two years, an additional 70,000 are needed if 
the hoped-for goal of 300 professional nurses per 
100,000 population is to be reached. 

Three national organizations—U.S. Public Health 
Service, American Nurses’ Association and National 
League for Nursing—have pooled information to ascer- 
tain the size of the nursing profession. 

An estimated 430,000 professional nurses were em- 
ployed in January, 1956, compared with 401,600 in 
January, 1954. This is an increase of 3 per cent in the 
ratio of professional nurses to population. There were 
251 professional nurses per 100,000 population two 
years ago; in 1956 there were 259 per 100,000. 

More part-time employees and the higher rate at 
which married nurses are returning to the profession 
account for most of the increase. 
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Acne patient AFTER 10 weeks thera- 
peutic washing of the skin with Fostex. 


Foster 


In acne, Fostex Cream and Fostex Cake degrease 

and degerm the skin...unblock pores...remove 

blackheads and help prevent abscess formation. 
for therapeutic washing of They’re well tolerated and easy to use. All the 
skin in acute acne. Also as patient does is stop using soap...start washing 
a therapeutic shampoo in with Fostex. 


ye ne oily scalp and Fostex effectiveness in acne is provided by Sebulytic, * 


a new combination of surface active cleansing and 
wetting agents with remarkable antiseborrheic, kera- 
tolytic and antibacterial action, enhanced by sulfur 
2%, salicylic acid 2%, and hexachlorophene 1%. 
Fostex Cream 4.5 oz. jar. Fostex Cake in bar form. 
for therapeutic washing of Fostex does not contain selenium. 
skin after acute phase of Siccte 
: . Sodium lauryl sulfoacetate, sodium alkyl aryl polyether sulfonate, 
acne is controlled. Main- sodium dioctyl sulfosuccinate 
tains skin dry and come- 
done free. Write for samples and literature. 
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Although there have been more graduate nurses in 
recent years, demands for nursing services have in- 
creased at a faster pace. Advances in medical sciences, 
pre-payment insurance plans, widespread hospital 
construction and people’s awareness of their own 
health needs have contributed to the supply and 
demand problem. 

Continued emphasis on prevention of illness, on re- 
habilitation, on the geriatric care problem and indus- 
trial health programs has increased the need for nurses. 

The nursing organizations and the PHS are study- 
ing ways of meeting these needs. The Professional 
Nurse Traineeship Program, established last July 23 
by Congress, enabled PHS to assist nearly 700 graduate 
nurses in further professional education during the 
past year. 

American Nurses’ Association has released the fol- 
lowing breakdown of the estimated number of pro- 
fessional nurses and their respective fields of practice 
for 1954 and 1956: 

1954 1956 
(revised (estimates) 

Field estimates) 

All fields 401,600 

Hospitals and related institutions 240,600 

Private duty 74,000 

Office nurses 35,200 

Public health 25,800 

Industry 15,800 

Nursing education 8,700 

Other fields 1,500 


430,000 
265,800 
72,000 
36,000 
27,200 
17,000 
10,400 
1,600 


Bid for Membership—ZJnitial showing of this membership 
exhibit prepared by the Academy's Commission on Member- 
ship and Credentials was made October 22-25 at the In- 
terstate Postgraduate Medical Assembly in Cleveland, Ohio. 
The exhibit, manned by Mr. William G. McVay, staff assistant 
at Headquarters, was designed for use at large postgraduate 
meetings where a large number of nonmembers are in at- 
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Medical News in Small Doses 


THOUGH LOSING HIS BID for a state senate seat, Dr. 
O. T. Scamahorn, past president of the Indiana Aca- 
demy of General Practice, proved his keen civic spirit 
—an asset which helped win for him the distinction of 
being Indiana State Medical Association’s ‘Physician 
of the Year.” Dr. Scamahorn led the Democratic 
ticket in his district, but was hit by the overwhelming 
Republican landslide in Indiana. ... The AMA esti- 
mates that the government’s health and medical pro- 
grams cost American families an average of $54.61 this 
past year. This year’s $2,500,000,000 budget is slated 
for care of veterans and servicemen, medical research, 
Indian health, hospital construction and dozens of 
other related programs. This is an increase of $290 
million over the last fiscal year.... Dr. Herbert W. 
Salter, Academy member from Cleveland, Ohio, was 
selected recently by Scope Weekly, publication of the 
Upjohn Company, as a personality for its “Question 
for Doctors” department. Dr. Salter and three otlier 
physicians—from Syracuse, N. Y., Columbus, S. C. and 
Houston, Tex.—were asked: “What single episode of 
your medical career do you recall most vividly?” Dr. 
Salter said he recalled most vividly his election to the 
presidency of the Ohio Academy of General Practice. 
As a crusader for the general practitioner since enter- 
ing the field in 1926, becoming president of the OAGP 
was a fine opportunity for him to continue and expand 
his crusade, he explained. . . . The director of the new 
public health survey is Dr. Forrest E. Lindner, Port 
Washington, N. Y. The year-by-year survey authorized 
by the last Congress will cover the nature and extent of 
illness and disability in the population and will include 
data on medical services received by the ill and dis- 
abled. . . . For the 12th successive year life expectation 
has continued to rise. In 1955, life expectancy rose to 
70.0 years. Females continue to have the advantage of 
long life. . . . Colby M. Chester was recently presented 
the Frank H. Lahey Memorial Award for distinguished 
service to medical education by former President Her- 
bert Hoover at a dinner given in Mr. Chester’s honor 
by the National Fund for Medical Education. Mr. 
Chester is the fund’s chairman of the Committee of 
American Industry. ... April 10 is the deadline for 
manuscripts on chest diseases for the annual contest 
of American College of Chest Physicians. Awards of 
$500, $300 and $200 will be announced at the college’s 
23rd annual meeting May 29-June 2 in New York City. 
... Dr. Norman R. Booher, president of the Indiana 
Academy of General Practice, has been re-elected 
president of the Board of Public Welfare of the state of 


Indiana. 
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Typical Sanka Booth At Medical 
Conventions All Over The Country 


You said, “THIS IS REAL COFFEE!” 


and your patients will agree! 


“Real coffee—delicious coffee!” Such was 
your enthusiastic comment at medical conven- 
tions—when you tasted Instant Sanka at the 
Instant Sanka booth. 


And, Doctor, you couldn’t be more right. 
Since only the caffein has been removed from 


INSTANT 
SANKA COFFEE 


Instant Sanka Coffee, all the pure coffee good- 
ness is there for you to enjoy. 

Why not share the good news with your 
patients? If they’re sensitive to caffein—if they’re 
sensitive to good coffee flavor—then Instant 
Sanka Coffee is for them! 


All pure coffee... 
97% caffein-free 


Product of General Foods 
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News from the State Chapters 


Dr. Ropert M. Maut of Denver was named president- 
elect at Colorado chapter’s seventh annual meeting 
October 12-14 at the Broadmoor Hotel in Colorado 
Springs. Dr. Joseph B. McCloskey of Denver, the new 
president, succeeds Dr. Kenneth Prescott of Grand 
Junction and Dr. Clifford Bramer of Pueblo is the new 
vice president. Dr. Louis Retallack, Denver, replaces 
Dr. Maul as secretary. Dr. Thomas E. Best of Denver 
was re-elected treasurer (see cué). 

An evening mixer officially opened the meeting 
Friday, October 12. Dr. Prescott, presiding over the 
entire meeting, gave the welcoming address the follow- 
ing morning. 

Nine speakers were featured throughout the scientific 
sessions, held Saturday and Sunday mornings. Among 
them were Drs. Aaron L. Lichtman, E. Howard Fralick, 
Donovan H. Garehime, William B. Martin and James 
L. Dennis. Drs. Autry Croke, an internist, Charles 
Gaylord, a radiologist and William H. Wierman, a 
surgeon were participants on a tuberculosis panel with 
Dr. Edward Chapman, director of the division of 
tuberculosis for the state of Colorado (see cut). 

Conforming to many requests, the afternoons were 
left open for guests to visit Colorado Springs. 
> Over 2,400 general practitioners and guests at- 
tended California chapter’s eighth annual scientific 
meeting in Los Angeles October 14-17. Dr. Joseph W. 
Telford of San Diego became the new president. Others 
who were elected were Drs. Antonio J. Franzi, presi- 
dent-elect and Robert F. Gobar, secretary-treasurer, 
both of San Francisco; Carroll B. Andrews, Sonoma, 
speaker of the congress of delegates and Burt Davis, 
Palo Alto, vice speaker (see cut). 

Dr. Frank W. Norman of Sonoma was appointed to 
replace the late Dr. Francis Hodges as editor of the 
chapter’s publication, California Western Academy 
Monthly. 

Twenty nationally known doctors in the fields of 
surgery, neurology, obstetrics, gynecology, geriatrics, 
cardiology and dermatology presented scientific papers 
especially keyed to the general practitioner. 

The social highlight, a cocktail party and dinner, 
featured Frank DeVol’s orchestra. Mrs. John F. Knox, 
in charge of ladies’ activities, arranged 2 tour of Holly- 
wood and the beach and a visit to Farmer’s Market, as 
well as a coffee, a tea and lunch at Barraclough’s. 
> Medical care costs provided much discussion dur- 
ing Texas chapter’s recent meeting in Houston. The 
Texans agreed that: ‘The doctor is charging about the 
same for home and office visits; surgeons are charging 
litt!: more for operations ; costs of medicines have risen, 
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Post-election Chat—A post-election chat is carried on the final day 
of the Colorado chapter’s meeting by Drs. Joseph B. McCloskey, presi- 
dent (left to right) ; Thomas E. Best, treasurer; Louis Retallack, secre- 
tary and Robert M. Maul, president-elect. New Vice President Ciit- 
ford Bramer was not present when this picture was taken. 


Tuberculosis Their Topic—Dr. Autry Croke discusses tuberculosis at 
the podium while other discussants on the Management of Tuber- 
culosis panel “await their turn.”” They are, seated left to right, 
Drs. William H. Wierman, Charles Gaylord and Edward Chapman. 


Guests at California Board Session—J/n session for the last time, the 
California chapter’s “old” (1955-56) board of directors enter- 
tained several special guests, who included Dr. D. Wilson McKinlay, 
chairman of the AAGP’s Commission on Education; Dr. R. Varian 
Sloan, a former chapter director who now lives in Hawaii; Dr. Ivan 
C. Heron and Dr. Merlin Newkirk, both past presidents of the chap- 
ter. Seated (left to right) are Drs. Horace Sharrocks, Danie! Tobin, 
William Burkhard, Joseph Telford, D. Wilson McKinlay, Charles Preuss, 
Antonio Franzi, Merlin Newkirk, John Leland, Bernard Harvey, Jo Ann 
Taylor and Leon Desimone. Standing (left to right) are: Chapter 
Executive Secretary William Rogers, Drs. J. Barry Smith, Elliott Colby, 
John McNally, Daniel Beltz, Lawrence Whittaker, Ivan Heron, Burt 
Davis, Carroll Andrews, J. Alison Cary, Arthur Howard and R. Vo- 
rian Sloan. 
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Major surgery inevitably leads to an acceler- 
ated breakdown and loss of body protein. In 
severe cases this may amount to between two 
and three pounds a day.” 


Unless these losses are balanced by an ade- 
quate supply of high-quality proteins before and 
after surgery, convalescence is prolonged and 
wound healing is delayed.’ 


All too often, however, pre- and postoperative 
patients are unwilling or unable to eat enough 
high-quality protein to satisfy their need for 
increased amounts of essential amino acids in 
the right proportions. Instead, the “soft” diet 
they select is largely made up of vitamin-poor 
foods and cereal proteins, relatively deficient 
in the essential amino acid, L-lysine. 


When you prescribe Cerofort Tablets for your 


‘first with lysine 


(Critically essential L-lysine with therapeutic amounts of all essential vitamins) 


to improve protein nutrition 
before and after surgery 


tablets 


surgical patients, you supply them with physio- 
logical amounts of L-lysine and therapeutic 
amounts of all essential vitamins. L-lysine 
raises the biological value of cereal proteins to 
that of high-quality animal proteins; the vita- 
mins play vital accessory roles in protein syn- 
thesis and wound healing. 


Also available: 
Cerofort’ 


(L-lysine with essential B vitamins) 
TO POTENTIATE PROTEIN SYNTHESIS 


a inthe elderly a the convalescent 
the adolescent the growing child 


References: 1. Elman, R., and Cannon, P. R.: in Clinical 
Nutrition, Jolliffe, N., et al., eds., New York, Paul B. Hoeber, 
Inc., 1950, p. 183. 2. Pollack, H., and Halpern, S. L.: Ther- 
apeutic Nutrition, Washington, D. C., National Academy of 
Sciences, National Research Council, Publication 234, 1952. 


WHITE LABORATORIES, INC., Kenilworth, N. J 
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but since they are more effective they cut the period of 
illness ; and hospital costs have risen about 70 per cent.” 

Among discussants on costs were John G. Dudley, 
administrator of Memorial Hospital in Houston and 
Dr. Andrew S. Tomb of Victoria, past chapter presi- 
dent. 

Dr. Lyman C. Blair of Houston, first president of 
the Harris County (Texas) chapter outlined how pa- 
tients can reach their doctor at night and how patients 
can appeal overchargings. 

They concluded that the biggest problem still to be 
solved by the medical profession and public officials 
is how the lower income families could pay medical 
and hospital insurance. 
> Dr. Charles Martin, AAGP treasurer, assumed the 
presidency of the Missouri chapter in absentia, due 
to illness, at its eighth annual meeting, October 24-25 
in Jefferson City. Newly-elected Vice President Preston 
C. Hall accepted the gavel on Dr. Martin’s behalf from 
retiring president, Dr. T. L. Dwyer. 

During the annual banquet Dr. R. R. Becker, presi- 
dent-elect, Dr. Dwyer and Dr. J. H. Trolinger, re- 
elected secretary-treasurer, were installed. Dr. Ray 
McIntyre, field secretary, was also renamed (see cut). 
Academy President J. S. DeTar was banquet speaker. 
Mac F. Cahal, Academy executive secretary, gave a 
luncheon talk on opening day (see cuts). 

Scientific speakers were Drs. William D. Stroud, 
Philadelphia, past president of the American Heart 
Association; Jerome A. Urban, New York City, in- 
structor in surgery, Cornell University; Carl V. 
Moore, St. Louis, Busch professor of medicine and 
head of the department, Washington University; 
Joseph E. Flynn, professor and chairman, department 
of pathology, University of Missouri; E. V. Henschel, 
St. Louis; James P. King, St. Louis, assistant professor 
of pediatrics, St. Louis University; G. S. Lodwick, 
professor and chairman, department of radiology, 
University of Missouri and Robert Myers, Kansas City, 
past chapter president. 

Dr. Urban presided over a clinical pathologic con- 
ference given by Dr. Flynn; Dr. Henschel presided 
over an insurance seminar. 

A “Chrysanthemum Tea” and a luncheon style 
show, “Now and Then,” were on the agenda for ladies’ 
entertainment, chairmaned by Mrs. McHaney of Jef- 
ferson City. 

A charter has been drawn up to organize a St. 
Joseph (Missouri) chapter. Dr. Raymond McIntyre, 
state chapter field secretary, was present at the or- 
ganizational meeting. Officers of the new chapter are 
Drs. Forrest C. Long, president ; Claude S. Grant, vice 


President; and Sharon E. Waggoner, secretary- 
treasurer. 
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“Show-Me” Chapter's Officials—“‘Lined up” after election of officers 
at Missouri chapter’s recent meeting are, left to right, Drs. J. H. 
Trolinger, secretary-treasurer; Nerton J. Eversoll and Kenneth Glover, 
delegates; Preston C. Hall, vice president and alternate delegate; Rey 
Pearse and Charles O. Metz, board members; R. R. Becker, president- 
elect and alternate delegate; and T. L. Dwyer, retiring president. 


Guests Chat with Retiring Officer—Academy President J. S. DeTar, 
left, banquet speaker, and Academy Executive Secretary Mac F. Cahal, 
right, luncheon speaker, chat informally with Missouri’s retiring 
president, Dr. T. L. Dwyer. 


An Address to More Than One Hundred—Dr. J. S$. DeTar, Academy 
president, addressed 160 banquet guests during Missouri’s annual 
meeting. 


The following new officers of the St. Louis (Mis- 
souri) chapter were installed December 1 at the annual 
installation-dinner dance: Dr. Walter T. Gunn, presi- 
dent; Dr. Charles A. Molden, vice president; Dr. 
Norman A. Jones, secretary; and Dr. Eugene W. Hall, 
treasurer. Dr. Walter C. Gray is the new president- 
elect. 
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In double contrast studies... 


for example—have you noticed how consistently 
Kodak Blue Brand X-ray Film provides clarity 

of detail throughout low-density areas? Blue Brand’s 
uniformity of response, its contrast, and inherent 


low fog level make this possible. 


Order from your Kodak x-ray dealer 
EASTMAN KODAK COMPANY, Medical Division, Rochester 4, N. Y. 
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The St. Louis chapter opened its fall season of regu- 
lar meetings with a panel discussion on “The Truth 
About Socialism.” The panelists were Dr. Charles W. 
Peavey, Ohio State University Medical School; Mrs. 
Mary D. Cain, editor of the Summit (Miss.) Sun; Dr. 
James L. Doenges, Anderson, Ind.; and Dr. Thomas 
L. Dwyer, immediate past president of the Missouri 
chapter. 

» New officers elected at North Carolina chapter’s 
eighth annual meeting October 7-9 in Raleigh are Drs. 
John Mewborn, Farmville, president, succeeding Dr. 
W. E. Selby, Charlotte; C. T. Wilkinson, Wake Forest, 
president-elect; and Zack Long, Rockingham, vice 
president. Dr. John R. Bender remains as secretary- 
treasurer (see cut). Directors are Drs. D. L. Moore, 
Ralph Garrison, Lloyd Roberson and Fred Patterson. 
Delegates are Drs. W. A. Sams and V. H. Duckett. 

Scientific sessions, built around practical applica- 
tion of special knowledge and specialized techniques 
for the everyday practice of the generalist, featured 
two top subjects, the alcoholic and the obese patient. 

The Honorable Thad Eure, Secretary of State of 
North Carolina, gave a banquet talk on ‘The Value of 
Little Things.” Dr. Duckett was master of ceremonies. 

Tours through the Governor’s mansion, the Hall 
of History and the Art Museum of North Carolina 
were planned for the ladies. Doctors and their wives 
were invited to a dress rehearsal of “Anniversary 
Waltz” at Raleigh Little Theatre at the close of the 
meeting. 

Chapter directors will hold their next regular meet- 
ing June 20 at Waynesville’s Country Club Inn, in con- 
junction with the Fourth Mountain Top Medical 
Assembly. 

Ashville’s Hotel George Vanderbilt will be head- 
quarters for North Carolina’s ninth annual scientific 
meeting October 13-15. 
> Albuquerque was host city to New Mexico chapter’s 
annual meeting October 17-19. Dr. Jose Alfonso 
Rivas, Belen, was named president-elect at one of the 
business sessions, which opened each day’s events. 
Dr. William J. Hossley, Deming, was installed as 
president, succeeding Dr. Albert M. Rosen, Taos. The 
new secretary-treasurer is Dr. Paul Arnold Feil of 
Deming (see cu). 

Other business discussed was the chapter’s 1957 
meeting, scheduled for October, to be held in conjunc- 
tion with the Southwestern Medical Society in El Paso, 
Tex. Plans are also being made for a summer scientific 
meeting to be conducted at a resort, such as Ruidoso, 
New Mex., so that members of nearby states may 
attend. 

Governor John Simms of New Mexico welcomed the 
doctors and guests with an address initiating the 
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Leaders in Tar Heel Chapter—Ai North Carolina chapter’s recent 
annual meeting Dr. John M. Newborn, far left, became president. 
Others who will serve with him are (left to right) Drs. Amos Johnson, 
chairman of the education committee; W. E. Selby, retiring president; 
W. A. Sams, delegate; John Bender, re-elected secretary-treasurer; 
and C. T. Wilkinson, president-elect. 


Leaders in New Mexico—Officials of the New Mexico chapter dis- 
cuss chapter plans during a visit to various exhibits at the chapter's 
October meeting. Left to right are Dr. A. M.Rosen, retiring president, 
and his successor, Dr. William J. Hossley; Dr. Junius A. Evans, refir- 
ing secretary; and Dr. C. B. Bunch, a chapter member. 


scientific sessions. Presiding officers throughout the 
meeting were Drs. Stuart Adler, president of the state 
medical society; Robert Friedenberg, president of the 
Bernalillo County Medical Society; Celso Stapp, El 
Paso, Tex., E. W. Lander, Roswell; Russell Deter, 
El Paso; and J. H. Dettweiler, Albuquerque. 

Scientific papers were read by Drs. W. B. Bean, 
University of Iowa; Stephen Rothman, University of 
Chicago; Colin Gordon Thomas, Jr., University of 
North Carolina; Galen Tice, University of Kansas; 
John A. Gibler, Northwestern University; and Robert 
H. Barter, George Washington University. 

Social events included a stag party, a post-meeting 
golf tournament and a cocktail hour and dinner dance 
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hich closed the meeting. There was special entertain- 
Rent for the ladies. 

New Jersey chapter members will convene Satur- 
Way, January 12 at the Hote! Berkeley-Carteret in 
Asbury Park for their fifth annual scientific meeting, 
Which is in the form of a symposium on gastrointestinal 
disorders. 

Dr. Max L. Som of New York’s Bellevue Medical 
Center will open the session. Other speakers are Drs. 
Harry Shay, Temple University School of Medicine; 
Berthold Weingarten, Montefiore Hospital, New York 
City; J. Arnold Bargen, Mayo Clinic, Rochester, 
Minn.; and Richard A. Hopping, St. Barnabas Hospi- 
tal, Essex County, N. J. 
> Latest concepts in cancer were discussed on the 
opening day of Idaho’s third annual medical symposi- 
um sponsored jointly by the Idaho chapter and the 
Idaho division of the American Cancer society. One 
hundred ten doctors were registered. 

Welcoming words were given by Dr. Hoyt B. 
Woolley, president-elect of the state medical associa- 
tion and Dr. Raymond L. White, chairman of the 
medical committee of the American Cancer Society in 
Idaho. 

Dr. George E. Brown of Twin Falls moderated a 
morning cancer panel-discussion. Panelists were Drs. 
George R. Baker, Robert F. Muller, Dauchy Migel and 
D. Theron Knight. Afternoon panel moderator was 
Dr. Delbert A. Ward of Boise. His discussants were 
Drs. E. Leon Myers, Joseph F. Mabey, Raymond M. 
Stover and Curtis Waid. Other speakers that day were 
Drs. John A. Wall, Edward B. Webb and Corwin E. 
Groom. 

The following day Drs. C. J. Klaaren and C. A. 
Terhune served as chairmen. Scientific speakers were 
Drs. Henry Swan, Elmer C. Rigby, H. Mason Morfit, 
John Wall, John R. Moritz, D. E. Dalston, Kieffer 
Davis, Claude Sill and Louis Gerber. 

A special section for nurses was a part of the morn- 
ing section, with Dr. Maurice K. Heninger of Idaho 
Falls giving the opening talk. A panel with Drs. Mark 
Baum, Raymond L. White, Aldon Tall, Melvin M. 
Graves was held. Dr. Newell H. Battles of Idaho Falls 
was moderator. 

There was also a panel of registered nurses, mod- 
erated by Miss Marjorie E. Schlotterbeck of Boise. 

A breakfast-business meeting which included elec- 
tion of officers, chairmaned by Dr. Louis Lesser of 
Boise, was conducted the final morning. New officers 
are: Drs. Harwood L. Stowe, president and Glenn A. 
Hoss, Jr., secretary-treasurer. 

Scientific talks by Drs. Morfit, Swan, Ralston and 
Wall were followed by a discussion period with Dr. 
Russ: Tiggert of Soda Springs as moderator. 
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Academy Members in Charge—Dr. P. Blair Ellsworth, far right, gen- 
eral chairman of Idaho chapter's recent symposium, sponsored jointly 
with the Idaho Division of the American Cancer Society, discusses 
the progress of the meeting with Chapter Committee Members Aldon 
Tall, (standing, left to right), Milton T. Rees and W. R. West. Seated, 
left to right, are Drs. Wendell Petty and Paul Bingham. 


President Bestows Awards—Dr. Murland F. Rigby (far right), retir- 
ing president of the Idaho chapter, is shown bestowing an honorary 
award upon Dr. D. C. Ray, second from left. Left to right are Dr. 
P. Blair Ellsworth, general chairman of the chapter’s symposium; 
Dr. Ray; Dr. John O. Mellor, also a recipient of an honorary award 
and Dr. Rigby. 


Highlight of social events was the cocktail hour and 
banquet with Guest Speaker Mac Cahal, Academy ex- 
ecutive secretary, giving his address: “Let the People 
Behold You.” Master of ceremonies was Dr. Aldon 
Tall. Chapter Retiring President Murland F. Rigby 
presented distinguished awards to Drs. J. O. Mellor 
and D. C. Wray (see cut). 

Other social activities included a dinner on opening 
night with Dr. John A. Wall as speaker. 

Wives were entertained with a brunch at the home 
of Dr. and Mrs. P. Blair Ellsworth. Dr. Ellsworth was 
program committee chairman (see cué). 
> A symposium on Automobile Safety was featured 
October 21 at Florida chapter’s seventh annual scien- 
tific meeting in Jacksonville. 


179 


| 


180 


There are many short periods of time 
which, if measured correctly, are considered valuable 
diagnostic durations — such as the P-R interval in ECG interpretation, 
and the minutes during which a patient consumes oxygen in 
a BMR test. If the readings related to these measurements are to be used 
with complete confidence, it is wise to consider another important 
measure of time — and that is the background of the 
instruments which 
produced them. 


Sanborn 
Viso-Cardiette 


TIME TESTED 
diagnostic team 


Sanborn 
Metabulator 


No one understands 
better than a physician 
that it takes time to 
become suitably proficient 
in a chosen work. The unmatched 


a background assures you that it is safer to select Sanborn. 


SANBORN COMPANY, WALTHAM 54, MASSACHUSETTS 
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background of knowledge and experience making possible # 
such fine instruments as the Viso-Cardiette and Metabulator 9 

did not come about overnight, and is the result of almost yy 

40 years of successful medical instrument development. Such a 
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As a public service, the chapter televised a panel 
presentation, ““Medicine’s Role in Injury and Accident 
Prevention,” with Trooper D. R. Jansen of the Florida 
Highway Patrol; Dr. Preston Wade, New York City; 
Lt. Frederick L. McGuire, U. S. Naval Hospital, Phila- 
delphia; and Mr. Fletcher Platt, Director of Safety 
Research, Ford Motor Company, Dearborn, Mich., 
participating. Moderating was Mr. John O. Moore, 
Director of Automobile Crash Injury Research, Cornell 
University Medical College. 

Radio and TV station WMBR provided news sum- 
maries as a “between-the-acts” on the regular meet- 
ing’s program. 

Others on the scientific program were Drs. Howard 
M. DuBose, H. Keith Fischer, A. Lee Lichtman, E. 
Richard Harrell, Alton Ochsner and Charles F. Hen- 
ley. Dr. Ochsner presented the banquet address. 
> At a regional meeting of the West Virginia chapter, 
held October 28 in Charleston, a symposium on 
enzyme therapy was featured, with Dr. T. Maxfield 
Barber moderating. Speakers were Drs. A. Lee Licht- 
man of the New York Polyclinic Medical School and 
Hospital, New York and Stanley Spoont of the Uni- 
versity of Pennsylvania Hospital, Philadelphia. A new 
color film, ‘‘Clinical Enzymology,” was shown. 

Nonmembers were encouraged to attend in order to 
become acquainted with the Academy. Cocktails and 
hors d’oeuvres were served. 
> On October 28 Nebraska chapter members met in 
Omaha for a banquet meeting, immediately preceding 
the annual session of the Omaha Mid-West Clinical 
Society. Senator Roman Hruska gave the banquet 
address. 
> Details of Indiana chapter’s annual meeting which 
will be held in Indianapolis next April were discussed 
at the chapter’s general meeting in September called 
by President Norman R. Booher. Scientific exhibits 
will be included for the first time, and an examining 
clinic, as complete as time and facilities will permit, 
is being arranged by Dr. O. T. Scamahorn and his 
Committee on Rural Health. 

Dr. Jerome E. Holman, Jr., chairman of the social 
committee, reports that all social functions will be 
held at the Athenaeum. Luncheon meetings are 
planned for April 17 and 18 and all speakers on the 
scientific program will be invited to participate in 
“question and answer” periods. 

All officers, past presidents, the board of directors, 
all committees and district chapter officers met at the 
Student Union Building of Indiana University School 
of Medicine for the meeting. 

Both doctors and nurses turned out in good at- 
tendance for the second Road Show of the 1956-57 
season of the Indiana chapter. Dr. Michael Shellhouse 
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was local arrangements chairman for the meeting 
which was held in Gary. Scientific talks were given by 
Drs. Louis N. Katz, courtesy of the Indiana Heart 
Foundation and Danely P. Slaughter, courtesy of the 
Indiana Cancer Society. 

Later “shows” were held in Elkhart, November 1, 
New Albany, November 14 and Fort Wayne, December 
4. Kokomo is slated for February 5 and Terre Haute 
April 5, reports Drs. Francis L. Land and Keith 
Hammond, co-chairmen of the chapter’s Education 
committee. 
> Five well-known speakers and a movie comprised 
the major portion of the eighth annual meeting of the 
New Hampshire chapter, October 17, at Concord. Dr. 
Donald G. Barton was in charge of local arrangements 
(see cut). 

During the business meeting, officers were elected 
and by-laws changes were considered. Dr. Falko W. 


Local Arrangements Chairman in Conference—Dr. Donald G. Barton, 
left, in charge of local arrangements for New Hampshire chapter's 
recent annual meeting, discusses the meeting with Dr. Falke W. 
Schilling, incoming president (center) and Dr. Carl Dahlgren, a 
past president (right). 


New Hampshire Presidents—Dr. Adrian Marshall, new chapter vice 
president, looks on while Retiring President William D. Thibodeau 
(right) congratulates his successor, Dr. Falke Schilling (center). 
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Schilling, Manchester, is the new president; Dr. 
Harold C. Pickwick, Lisbon, president-elect and Dr. 
Adrian Marshall, Meredith, vice president (see cut). 

A luncheon was held for doctors, and their guests. 
> The Red River Valley section of the Oklahoma 
chapter held its third annual meeting Sunday, Novem- 
ber 4, at Lake Murray Lodge in Ardmore. Dr. Mark 
Holcomb, state chapter president, presided over the 
morning session and Dr. Marvin B. Glisman presided 
over the afternoon session. 

Speakers were Drs. Joseph F. Fazekas, R. Q. Good- 
win and Robert J. Morgan. Several discussion periods 
were held throughout the day. 
> On November 15 the lowa chapter sponsored a 
regional postgraduate course at Waterloo. Lecturers, 
all staff members at Mayo Clinic, were Drs. L. E. Prick- 
man, Milton Anderson, J. C. Cain and R. M. Steinhil- 
ber. A question-discussion period closed the meeting. 
> The News Bulletin, official publication of the Con- 
necticut chapter, had its initial printing in September. 
The publication, printed on 8 x 10 slick paper, had 
16 pages in its first issue. 

Dr. D. Norman Markley, Hartford, is editor. The 
Editorial Committee is composed of Drs. Richard B. 
Elgosin, Aaron Greenberg, Peter J. Scafarello, Edwin 
Trautman and Evans Whalley. 
> Wisconsin chapter members are being urged to 
write their opinions to state chapter offices on the plan 
to assign local chapters to the entire state. The plan 
was drawn up following a September meeting of the 
committee. Wherever practicable, existing local chap- 
ter boundaries will be followed. About one-third of the 


state is still unorganized. 


From Purse Strings to Gavel—Dr. Daniel M. Rogers, shown here with 
an Academy exhibit during the Massachusetts chapter’s annual fall 
clinical assembly in September, was installed as president at that 
meeting. He formerly was chapter treasuver. This was the seventh 
year in which the chapter has conducted these clinical assemblies. 
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Kolantyl 


Gel and Tablets 


Action: 
Bentyl* content affords spas- 
molysis and parasympathetic- 
depressant actions without the 
side effects of atropine. 


Rapid, Prolonged Antacid Relief 
... Balanced antacids — no lax- 
ation — no constipation 


Proven Demulcent Action... 
Helps protect normal cells, en- 
courages cellular repair 


Anti-enzyme Action... Necrotic 
pepsin and lysozyme action 
checked 


Composition: 
Each 10 cc. of KOLANTYL Gel or 
each KOLANTYL tablet contains: 
Bentyl Hydrochloride. ....5 mg. 
Aluminum 

Hydroxide Gel .......400 mg. 
Magnesium Oxide ......200 mg. 
Sodium Lauryl Sulfate. ..25 mg. 
Methylcellulose ........100 mg. 


Dosage: 

Gel — 2 to 4 teaspoonfuls every 
three hours, or as needed, Tab- 
lets—2 tablets (chewed for 
more rapid action) every three 
hours, or as needed. 


Supplied: 
Gel —12 oz. bottles. Tablets — 
bottles of 100 and 1,000. 


1. Johnston, R.L.: J. Indiana St. M.A. 46:869, 
1953. 2. McHardy, G., and Browne, D.: Southern 
M, J. 45:1139, 1952, 
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